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IN MEMORIAM 


JOHN GOODRICH CLARK, M.D. 


After a long illness, Dr. John Goodrich Clark, William Goodell Profes- 
sor of Gynecology in the University of Pennsylvania, died on May 4, 
1927. Doctor Clark was born in Economy, Indiana, June 4, 1867, the 
son of Thomas E. and Naney Goodrich Clark. 

At fourteen years of age, he entered the preparatory school of Earl- 
ham College, Richmond, Indiana, remaining there two vears. He matrie- 
ulated in the Ohio Wesleyan University where he became a member of 
the Beta Theta Pi fraternity. At the completion of his sophomore year, 
he entered a United States civil engineering party detailed for the survey 
of the Nez Perees Indian Reservation in northern Idaho. He later joined 
a party occupied in the survey of the Utah and Northern Railroad in 
the capacity of topographer and later that of levelman. This event 
exerted a profound impression upon his life and remained as one of his 
fondest memories. Upon the completion of the survey, he entered the 
Medieal School of the University of Pennsylvania and was graduated 
with honors in 1891. 

Doctor Clark served as resident physician in the St. Agnes and Chil- 
dren’s Hospital of Philadelphia and in the surgical wards of the Belle- 
vue Hospital, New York. He then entered the Johns Hopkins Hospital 
where he remained several years, serving first as anesthetist, then as 
assistant resident and finally as resident gynecologist in the service of 
Doctor. Howard A. Kelly. 

In order to carry out his investigation of problems dealing with the 
life history of the corpus luteum, he entered the anatomical laboratory 
of the University of Leipzig under Professors His and Spalteholz. Upon 
the completion of this work he went to the University of Prague and 
studied under Professor Chiari. After his return to this country in 
1899, he received the appointment of Associate in Gynecology at Johns 
Hopkins and later in the same year, Professor of Gynecology in the 
University of Pennsylvania. In 1922, he was appointed to the William 
Goodell Chair of Gynecology at Pennsylvania which he oceupied until 
his resignation a short time before his death. 
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Doctor Clark was an active member of many of the leading medical 
organizations of the country and the high esteem in which he was held 
is shown by the positions of honor bestowed upon him by these societies. 
He was Chairman, Section of Obstetrics, Gynecology and Abdominal 
Surgery, American Medical Association; Vice-president and President 
of the American Gynecological Society and President of the Clinical 
Congress of Surgeons. During the war, he was a member of the Council 
of National Defence, to which he gave unsparingly of his time and en- 
ergy. He was an honorary member of the Washington State Medical 
Society, the Kansas City Medical Society and the Edinburgh Obstetrical 
Society. 

As an author, Doctor Clark was a large contributor to medical litera- 
ture and these contributions reflect originality of thought, a wide range 
of vision, and a sane conservatism which was so characteristic of the 
man. With Werder and Ries, he was a pioneer in advocating more 
radical measures in dealing with carcinoma of the uterus; his paper on 
peritoneal drainage focused attention upon this important subject; his 
studies on the life history of the corpus luteum received international 
recognition and during recent years, his writings made him one of the 
leading authorities on radiotherapy as applied to gynecologic therapeusis. 

Doctor Clark was preeminent as a teacher, combining the faculty of 
transmitting his knowledge with a personal charm and strength of char- 
acter which commanded the devotion and respect of his students. 

During his term of service as Gynecologist in Chief to the University 
Hospital in Philadelphia, he built up a department which was recognized 
as a model of efficiency. ‘‘ Ward K’’ was the pride of his heart. To it 
he gave the best that was in him, and from it he received in full measure 
the devotion of those under his care. This ward with its spirit of good 
cheer and willingness to help those in affliction, stands as a monument to 
his personality. 

Doctor Clark sealed the heights of professional attainment, but even 
above this stood that wonderful personality and strength of character 
which made him universally loved and esteemed. He was one of God’s 
noblemen, a loyal friend, a true comrade. We mourn his loss and pay 
reverent tribute to his memory, but his spirit lives on, casting its benefi- 
cent influence upon the lives of those who prided themselves in his friend- 
ship. FLoyp E. KEENE. 


Dr. Clark was a member of the Advisory Board of this Journal from 
the time of its organization, and to the above, the Editor, on behalf of 
himself and his associates, desires to add a personal tribute to his 
memory. His deep interest in the publication and his very helpful 
advice and service, so generously extended on many occasions, are 
herewith gratefully acknowledged. 


Original Communications 


CHANGES IN METABOLISM AND THEIR RELATION TO THE 
TREATMENT OF VOMITING OF PREGNANCY* 


By W. J. Dieckmann, B.S., M.D., Ann R. J. Crossen, A.B., M.D., 
Sr. Louis, Mo. 


(From the Department of Obstetrics, Washington University School of Medicine 
and Barnes Hospital) 


HE literature on pernicious vomiting of pregnancy is constantly 

increasing, and as the number of reports increase, the theories as 
to etiology, treatment and other phases have likewise inereased, un- 
til now they are almost legion. Theories as to the etiology vary from 
a pure neurosis to a circulating toxin. Similarly, one obstetrician 
treats his cases with glandular products, while another advocates 
immediate abortion. ‘As stated in a previous publication, we still be- 
lieve in the carbohydrate deficiency theory as promulgated by both 
Harding and Titus. 

Since nausea and vomiting oecur in every other pregnant woman 
and pernicious vomiting is always preceded by the ordinary nausea 
and vomiting, therefore, according to Williams, it may be assumed 
that the severe vomiting is due to an increase of some ‘‘toxie sub- 
stanee.’’ On the other hand, normal pregnancy borders so closely on 
the pathologie and there are so many changes in the different organs 
that some disturbance of function might be considered more reason- 
able. 

Hasselbach and Gammeltoft, and others, found decreased alveolar 
CO, tension throughout pregnancy. Losee and Van Slyke, Cook and 
Osman, Williamson and others, have found that the carbon dioxide 
combining power of the blood is decreased in pregnancy 


Harding 
reports a personal statement by Cook who found a definite decrease 
in the combining power three days after the first missed period. 
Many workers have concluded that the decreased CO, combining 
power indicates a mild or borderline acidosis. Determination of the 
CO, combining power, however, gives no index of the actual acid-base 
equilibrium, which can be found only by determining two of the 
following—CO, combining power, Pu of the blood, or the alveolar CO, 
tension. Marrack and Boone concluded from determinations of the 


*Read before the Joint Meeting of the Chicago and St. Louis Gynecological 
Societies, Nov. 27, 1926. 


authors as published in their ‘‘ Original Communications. ’’ 
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CO, eombining power and the Py, of the plasma that normally in preg- 
naney the acid-base relations are normal, or a mild alkalosis exists. 

The determination of the NII, coefficient of the urine is valueless as 
a prognostic aid and we thought it had been disearded, but one still 
finds reports of abortion being done because of an increased coeffi- 
cient. The low total urinary nitrogen in vomiting of pregnancy eases 
would naturally increase the proportion of NIL, while the starvation 
and dehydration with the continual production of acids requiring 
neutralization would cause marked NIL, formation by the kidney, as 
the latter, according to Benedict and Nash, produces all of the NIL,. 
The latter statement has been attacked by Bliss, who states that NH, 
formation is a generalized tissue phenomenon, and that in vomiting 
NH, is eliminated in the vomitus. Benedict and Nash have reviewed 
the data presented by Bliss and find it lacking conclusiveness. Folin, 
Robinson and others have observed normal persons on high calorie, 
fat and carbohydrate diets and have found that as the urinary total 
nitrogen decreases, the percentage of NIL, increases. Smith has re- 
cently observed a normal person on a diet of fat and carbohydrate 
amounting to 3000 to 3500 calories and noted that when the urinary 
total nitrogen reached 2 grams the proportion of NIL, was 17 per cent. 
Whether Benedict and Nash, or Bliss is correct, however, NIL, is not 
produced entirely in the liver as its value as a prognostic index in 
vomiting of pregnancy presupposes. 

A large percentage of pregnant women are troubled with constipa- 
tion with its attendant factors. Alvarez states that the pelvic engorge- 
ment consequent on pregnancy causes intestinal irritability and re- 
verse peristalsis, terminating in nausea and vomiting. 

Nakai found early in pregnaney a hypochlorhydria of the gastric 
contents. <Arzt, of our department, has found in early pregnaney a 
marked hypoacidity. The majority of cases of ‘‘morning sickness’’ 
observed by him showed an achlorhydria of the fasting contents. 

We have not been able to find any report of the nitrogen balance in 
pregnant women earlier than ten weeks gestation. Harding has found 
in vomiting of pregnancy patients (none earlier than ten weeks) a low 
positive, and at times a negative balance, and he has also noted that 
minimal amounts of glucose spare the protein more quickly than in 
the nonpregnant. It is well known that during the latter half of 
pregnancy the woman has a very low urinary nitrogen as compared 
to the protein intake. Bar found that in the dog there was a period 
of negative nitrogen balance which corresponded closely with the 
development of the placenta, and at about the time of completion of 
the placenta the balance becomes positive. In one of his animals he 
observed a distaste for food and actual vomiting during this period 
and concluded that associated with the nitrogen loss was a so-called 
‘‘physiologic vomiting.’ 


DIECKMANN AND CROSSEN : TREATMENT OF VOMITING OF PREGNANCY 


Ketonuria and glycosuria are common in pregnancy. Porges and 
Novak, and Pritzi and Liehtmann, have found that the pregnant 
woman will have a ketonuria in a few hours on a earbohydrate free 
diet. Tlarding has attempted to show that the threshold for ketosis 
in pregnaney is similar to the nonpregnant. We think that in dealing 
with such a complex subject as the ketogenic balance of the maternal 
and fetal bodies, his assumption as to the weight and metabolie re- 
quirements of the fetus are too conclusive. Furthermore, the earliest 
ease studied by him was one who had a pregnaney of five months’ 
duration; and we believe that the metabolic changes associated with 
and causing vomiting of pregnancy are limited to the first trimester. 
Harding found that even with relatively small amounts of earbohy- 
drate the nitrogen excretion was decreased (protein sparing action of 
earbohydrate). Thus it appears possible that a lack of carbohydrate, 
or a disturbance in its metabolism is responsible for the perverted 
fat catabolism which we see, and that protein destruction (from. the 
tissues) takes place to provide its portion of carbohydrate. It may 
be stated here that all of the vomiting cases who were cured went 
through the rest of the pregnancy without any signs of further toxemia. 
Occasional attacks of nausea and vomiting might occur, but we had 
few recurrences. The subsequent treatment was purely dietary, that 
is, maintaining a high carbohydrate diet. We have also found that 
patients who had marked nausea and vomiting with the first preg- 
nancy have gone through subsequent pregnancies without any or 
very little nausea and vomiting, providing they were properly super- 
vised. 

The period for ‘‘morning sickness’’ and vomiting of pregnancy be- 
gins with the third to sixth week and terminates, usually spontane- 
ously, at the twelfth to fourteenth week. It is during this period 
that the rate of growth is greatest. By the end of the first month 
it has been calculated that the ovum has increased in size 10,000 
times; at the end of the second month, 74 times, and by the end of 
the third month, 11 times, and during the tenth month the rate of 
growth is only 0.3 times. The actual. inerease in size is relatively 
small but the changes caused by pregnancy must be tremendous, for 
marked alteration in the maternal metabolism can be detected in the 
first month. Furthermore, the uterus in pregnaney inereases in size 
from an organ weighing 30 gm. to one of 1000 gm., and this growth 
is chiefly during the first three months. During this period the nutri- 
tion of the ovum is derived entirely from the surrounding serum. 
Inasmuch as the food must go through cell walls, only fat, carbo- 
hydrates and amino acids are available. Fat has never been demon- 
strated passing through to embryo or fetus, nor is there any special 
storage of fat in the endometrium. On the other hand, there is a 


large storage of glycogen in the premenstrual endometrium which is 
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augmented in the decidua and continued by the placenta. Further- 
more, glucose is not only more easily available than amino acids, but 
can gain entrance to the ovum by osmosis, while the amino acids, at 
least later in pregnancy and presumably in early pregnancy as well, 
require some fixing on the fetal side. In addition, it is at the end 
of the first trimester that the nausea and vomiting usually cease, and 
it is about this time that the placenta has become differentiated as 
we find it at term, so that amino acids and glucose can be absorbed by 
the villi from the circulating blood. Thus the ‘‘morning sickness’’ 
in women may be similar to the ‘‘physiologic vomiting’’ noted by 
Bar in his dogs. 

[It is well known that the liver is the great storehouse of glycogen 
and that the greatest part of the glycogen can be removed relatively 
fast. O’Neil reports that during typical canine anaphylactic shock the 
hepatic glyeogen practically disappears and that the central half of 
each lobule often becomes free from suitable granules within three 
minutes. Mottram has shown that often in pregnaney of nervous or 
ill-nourished animals the liver becomes overloaded with fat, and that 
a simple hunger of a few hours’ duration, in some animals, led to the 
same condition. Whipple et al., Opie and Graham, have each shown 
that a fatty liver is more liable to the central necrosis caused by sys- 
temic poisons, for example—chloroform or phosphorus; and, con- 
versely, that a liver with necrosis recovers in a shorter period of time 
if the diet is mainly carbohydrate. Thus, the pathologic lesion found 
in vomiting of pregnancy may be accounted for. 

Hofbauer considers that even in normal pregnancy the liver presents 
characteristic changes, so that one is justified in speaking of the ‘‘liver 
of pregnancy.’’ The changes consist in the appearance of fat in the 
cells occupying the central portion of the lobules, the disappearance of 
elycogen, and the dilatation of the biliary channels, the central veins 
and the afferent capillaries. Opitz has cast grave doubt upon these 
statements, nor have we been able to find any inerease of fat in the 
liver of patients dying during pregnancy ; but should such changes occur 
as regular concomitants of pregnancy, they would offer a satisfactory 
explanation for several of the alterations in metabolism which charae- 
terize the condition. 

The exciting cause of the change from morning sickness to severe 
vomiting of pregnancy may be constipation, some nervous irritation, a 
period of starvation, a dietary indiscretion, a nasopharyngitis or sinu- 
sitis causing vomiting, ete. Once vomiting has started the vicious circle 
has begun, and starvation and dehydration with their sequelae soon 
produce the well-known blood and urinary findings, and probably 
the lesions of the liver associated with vomiting of pregnancy follow 
these. 
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Harding and coworkers in various publications on vomiting of pregnancy, have 
reported the following:—The plasma CO, content is usually within normal limits 
or inereased (rarely low) and there is usually a normal acid-base balance, therefore, 
alkalies are contraindicated. They have also reported normal or decreased chlorides 
in some of their cases and thought the decrease due to the dehydration. They have 
staied that the plasma proteins were increased, due to dehydration. Increased 
N. P. N., urea and urie acid have also been found by them. The extreme variability 
of urie acid found in high fat and low carbohydrate diet, fasting (which is fat 
and protein), and other conditions (Harding, Lenox and Gamble and coworkers) 
indicate, we believe, that the blood uric acid is very variable and of no value as a 
prognostic guide. Inereased N. P. N. was attributed by them to concentration 
of the blood with resultant renal impairment, as reported by Marriott in anhydre- 
mia in infants. Harding also coneludes that the excretion of acetone parallels 
the clinical condition and that abortion diminishes the production of acetone. The 
results are similar to starvation, but in pregnancy the demand for carbohydrate 
and consequently the disturbance following its lack, make it more intense than 
starvation. They have also stated that fluids are primarily indicated, with glucose 
occupying a secondary place. They do not see the need for salt injection or for 
insulin with the glucose in the majority of cases. Harding gives 1000 e.c. of 5 
per cent glucose daily, together with enemata of 10 per cent glucose in saline. 

Harding and Van Wych reported a case in which the whole blood chloride con- 
tent was 290 mg. per 100 ¢.c. and the CO, combining power 63 vol. per cent. 
After three days treatment the NaCl had risen to 412 and the CO, to 66. When 
the patient had received 6 gm. of NaCl per day for five days, the chlorides were 
511 and the CO, dropped rather quickly to 48. They stated that small amounts 
of NaCl appeared in the urine before the chlorides reached 511, and thought it 
due to a lowered threshold. They concluded that whatever may be the exact signifi- 
eance of a lowered Cl content of the blood in vomiting of pregnancy, it certainly 
does not demand the use of hypertonic saline solution, as advocated by Haden and 
Guffey, in order to restore chemieal equilibrium, and that the clinical condition of 
hyperemesis gravidarum is in no way dependent upon that particular balance of 
ions. 

Titus and coworkers have treated their cases with larger amounts of intravenous 
glucose than any of the other men. They see no need for the use of insulin and, 
in fact, warn against its use. They give 50 to 75 gm. of glucose as a 25 per cent 
solution one to three times daily. 

Haden and Guffey, in a case report of vomiting of pregnancy, found increased 
CO,, N. P. N., urea, and urie acid, but low NaCl, and felt that their findings 
suggest that some at least of the toxemias of pregnancy are similar to the toxemia 
of intestinal obstruction. In sueh eases NaCl acts in a specific neutralizing anti- 
toxin or protective capacity. They advise the use of 3 per cent saline solution 
subcutaneously. 

Kerstein reports a case of pernicious vomiting which did not yield to glucose 
and bicarbonate solutions intravenously and by rectum but cleared up rapidly 
following the injection of 5 e.c. of 10 per cent NaCl intravenously and NaCl by 
mouth in large quantities. He states that vomiting of pregnancy resembles vomiting 
which occurs after x-ray therapy (in which he says there is a breakdown of large 
amounts of protein with resulting decline in per cent of NaCl in the system). 
This deficieney in early pregnancy is associated with hyperemesis, just as in the 
later months there is an excess of NaCl associated with edema. 

Thalheimer has reported on the treatment of vomiting of pregnancy with glucose 
and insulin and states that the glucose and insulin are to oxidize the ketone bodies. 
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This presupposes a marked acidosis, such as occurs in diabetes. He also states 
that he shortens the period of treatment days. He gives 1000 ¢.c, of 10 per cent 
glucose, or 2000 e.¢. of 5 per cent glucose once daily, together with insulin § sub- 
cutaneously. 

In Table I we summarize the cases occurring on our service from 
1916 to the present date, dividing them into three series, the first 
two of which were reported in 1924. Our classification is similar to 
that of Harding and Titus. Again, we would like to emphasize early 
and intensive treatment with hospitalization before the case is severe 
or pernicious. We believe that the value of our results is due to the 
fact that since 1923 practically all of the cases have been followed 
closely by one of us under the supervision of Dr. O. HL. Schwarz, thus 
permitting the trial of a routine treatment in a large number of cases 
over a period of years. Since 1921, we have aborted no patient for 
vomiting of pregnaney, and vet we have treated forty-eight cases as 
compared to eleven in the previous period. To date, we have had 
three deaths, one occurring in each series. Protocols will be given 
later. 

The blood chemistry in the mild series gave practically normal 
findings. 

Table II gives the results in some of the moderately severe eases. It 
is unfortunate that the analyses are not all complete, but the results 
permit some theorization and probable conclusions. 

Similarly, Table III gives results in certain cases of vomiting of 
pregnancy. Here the differences from the normal are decided and 
apparently we can use the blood findings as an aid in differentiating 
between neurotic (primarily desiring abortion) and toxemie, and in 
the latter case deciding as to whether they are only moderately 
severe or of the severe type. 

Table IV gives the equivalent of the blood constituents in cubie 
centimeters of N/10 electrolyte per 100 ¢.c. plasma for some of our 
cases. 

Similarly, Table V presents diagrammatically the total electrolytes 
as found normally, in pyloric obstruction, and before and after treat- 
ment in one of our eases. 


We believe our results show: 


1. That the production of a diuresis depends in all eases on the 
amount of fluid injected. 1000 or 2000 ¢.c. of fluid in twenty-four 
hours is insufficient. 


2. A concentration of the blood as evidenced by decreased hemo- 


globin and cell volume percentages after fluids. 
3. A plasma CO, content greater than 40 volumes per cent. In our 
previous series we found that the CO, content had been determined 


in seventeen cases and that the average was 55 volume per cent. 
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4. A plasma Py within normal limits or slightly on the alkaline side. 
We have never found it less than normal. 

5. A deereased or borderline chloride content of the blood. Pre- 
viously, chlorides had been determined by us only in one ease (mild) 
and were decidedly low—43 mg. per 100 ¢.e. plasma. 

6. A normal or occasional inerease in N.P.N. and urea of the blood. 
In our previous series we found that the N.P.N. had been determined 
in ten eases, and was greater than 60 mg. per 100 e.e. blood in three. 

7. An inerease in the blood urie acid which is of no prognostic 
value and which rapidly returns to normal when a diuresis has been 
established. 

8. A blood sugar within normal limits. Oceasionally we found 
blood sugars of 0.070 per cent in which glycolysis had been prevented 
by immediate precipitation and determination; but the maintenance 
by the body in almost all conditions of a normal blood sugar nullifies 
any theory which assumes that the liver damage results in a hypo- 
glycemia. 

9. A decreased or borderline plasma protein content despite the 
concentration of the blood. We believe that in the severe type the 
plasma proteins have been utilized by the body and are, therefore, 
decreased, which phenomena presumably does occur in athrepsia, in 
which the blood proteins are low despite the desiccation. 

10. A decrease or even absence of chlorides in the urine has been 
indicated by qualitative tests, and in a later paper we will give the 
results of quantitative determinations which prove this conclusion. 

11. An inerease in bile pigments of the blood, probably due to 
increased production and decreased exeretion. (We have data only 
on a few eases, but apparently the icterus index is of considerable 
value in following the progress of the case.) 

12. A decrease in the total electrolyte content of the blood. 


13. A rapid gain in weight due to replacement of water. 
DISCUSSION 


After the hyperemesis has started the factors with their respective 
sequelae which have to be considered are: dehydration, starvation, 
and vomiting. 


Dehydration results from the decreased or lack of water intake and also by 
inability to retain foods with their percentage of water. Another factor is the 
vomiting, which aids in depriving the body of fluid. Dehydration results in a con- 
centrated viscous blood which naturally decreases the volume flow through all organs 
and tissues, thus decreasing the amount of food, water and oxygen earried to the 
cells and also permitting waste produets to accumulate. aden has reported in 
creased viscosity of the blood following experimental intestinal obstruetion. Keith 
deprived dogs of food and water and found a definite deerease in the amount of 


circulating blood and an increased viseosity of the whole blood. The plasma viscosity 
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was variable. Utheim in anhydremie babies has found a decrease in the volume 
per minute flow of blood through an extremity. Just how much of the increased 
N.P.N., urie acid, ete., is due to dehydration is difficult to determine now. Formerly, 
it was thought that that was the only factor, but now other theories have been ad- 
vanced to account for the retention of N.P.N. 

In 1907, Ewing reported that at autopsy of cases of pernicious vomiting he 
found the intestinal tract distended with saline solution whieh had failed to absorb 
any of the fluid. In two cases the blood was found remarkably thick, viscous 
and cohesive to an extent which he had never seen in any other condition, and 
which must have been of itself dangerous to life. These conditions, he thought, in- 
dieate that saline infusion is required in the severe stages of hyperemesis or acute 
yellow atrophy, both to eliminate the poisons and to maintain the normal con- 
centration of the blood, and that saline irrigation cannot be relied upon in a patient 
who is ineapable of absorbing fluids. Why was the fluid not absorbed? In Series 
I the patients were given normal saline solution and NaHCO. subcutaneously, in- 


travenously and by rectum, and although Harding reports that fluids are of pri- 


TABLE V 
C.C. N/10 Electrolyte per 100 c.c. Plasma. 
140} 27 
120, : Uroa 
HCOs 

100} 

143.4 | Ne Cl -|103 

Base | Cl Base | Cl Base} Cl 
60L 
40L 
HPO4-3.0 
20 R Sdq4 
Irganic 
) - 2 Ovgania Ac. R 
Prdtein - 20 Pyotein 
Normal (Gamble) Pyloric Stenosis 


mary importance, these patients did not clear up and 56 per cent were aborted. 
It is significant that Harding is still using glucose as the solute in his fluid. 
Jenedict and Milner found that if the same person were given identical amounts 
of water and caloric equivalents of food he would gain 165 grams daily if the dict 
were mainly carbohydrate; but would lose 906 grams daily if the diet were chiefly 
fat. They concluded that body water is held largely by carbohydrate. The ex- 
periments of Gouin and Andouard also show that in animal tissues the H,O con- 
tent is much greater after feeding with sugar than before. Bishop and Voit 
demonstrated that a large loss of body water occurs when an abundant carbo- 
hydrate diet is changed to a fat and protein diet (which oceurs in starvation). 
The experiments of Adolph on water metabolism indicate to him that there is no 
regular H,O reserve, as stated by other authors, but that the circulatory H,O is 
kept constant even at the expense of tissue structure, just as amino acids and glucose 
are kept constant during starvation. He finds that 3500 to 4000 ¢.c. of fluid can 
he lost rapidly, but regained just as quickly providing the body salts have not 
heen decreased. In the event of the latter having occurred, water will not be 
retained until the salts have been replaced. Ile notes that the removal of 3500 


c.c. of fluid results in a 10 per cent increase in hemoglobin. 
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Gamble and coworkers in a study of the metabolism of fixed base during starva- 
tion summarized as follows: Body water is lost during fasting in consequence 
of two events—the destruction of protoplasm with release of its water content, 
and a reduction in tissue glycogen causing a decrease in cell volume, They also 
found a marked excretion of calcium in the urine which must come from bone, 
and in the blood a marked decrease in chlorides and a reduetion of NaHCO, which 
is roughly proportioned to the degree of ketone acid production. They found that 
as the fast progressed the urine became almost chloride free, but that on resump- 
tion of carbohydrate dict the base chloride of the blood increased, and this sug- 
gests very definitely that reduced base chloride during fasting is due to an altered 
distribution rather than to an absolute depletion of the chloride content of the 
body water. Thus, the depletion or absence of glycogen in vomiting of pregnaney 
may, in part, explain the failure to retain fluids. During this period the fetus 


is still growing rapidly, as a parasite, and using primarily glucose. 


The vomiting naturally results in decreased fluid intake but the 
severity of the case depends on the amount of body fluid vomited. In 
the stomach hydrochlorie acid is excreted. The H-ion is obtained 
from HCO, of the blood, while the Cl-ion is obtained from the NaCl. 
The HCO, in the blood combines with the Na, giving NalICO., and 
the result is an increase in the CO, combining power, thus accounting 
for the normal alkaline tide following meals. Normally, Cl is re- 
absorbed in the intestine, but if it is excreted there will soon be an 
excess of NaliCO, in the blood and the patient will have an uncom- 
pensated CO, excess. If the patient is able to compensate by keeping 
the Py normal, there will be no tetany, but if the Py is increased, 
tetany is likely to occur. It follows that vomiting depletes the body 
chlorides and Lim and Ni have shown that in dogs the gastrie glands 
will secrete HCl despite a low blood chloride content, thus indicating 
not only the urgency for stopping the vomiting, but also the danger 
of repeated gastric lavage in these cases. 

Denis and von Meysenburg have shown that gastric tetany and tetany follow 
ing excessive NaHCO, ingestion are due to an abnormal H,CO,/NaliCO, ratio 
and not to an abnormal ratio between Na and Cl. Vomiting removes HCl and 
some NaCl from the body in addition to its dehydrating effect. The result is a 
decrease in Cl and an increase in NaHCO, Other factors enter; for example, a 
portion of the NaHCO, (which may amount to one-third of the normal content) 
is used to neutralize ketone acids, some of the base is lost in urine, ete. The 
lood electrolytes tend to be constant, not only to keep the acid-base equilibrium, 
but also to keep the osmotic pressure of the blood and tissue fluid normal. That 
they fail in this in some cases has been demonstrated. Murray reports a case 
of pyloric obstruction and tetany in which the freezing point and also the specific 
conductivity of the serum were lowered, demonstrating that the electrolytes were 
decreased. Feltz and Murray noted while determining electrocardiograms in dogs 
With pylorie stenosis, that the resistance of the tissues between the electrodes 
after salt solution was allowed to soak the skin until no further decrease oecurred 
was over three times as great in dogs after operation. MeCullough noticed 
Similar phenomena while determining electrocardiograms on athreptic babies and 
believes the increased resistance was due to lack of water in the subcutaneous 
tissue. 


i 
i 


18 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The increase in N.P.N. in upper intestinal obstruction has been attributed 


by Haden to excessive protein catabolism caused by a toxin produced in the 


blocked intestine; by Feltz and Murray to the high NaHCO, content of the 


; by 
through the kidneys, and by 
Hartmann to a retention by the body to keep up the osmotie pressure. The 


blood and the possible effect of the change caused by it on the kidneys 
Utheim and Marriott to decreased blood flow 


latter has noted that base carbonate may possibly be excreted in the urine during 


periods of uncompensated alkalosis, and it is in these cases with low total 


electrolytes that the highest values for N.P.N. are usually found. He advances 
the theory that if the excess urea is calculated in terms of N/10 electrolyte, and 
added to total electrolyte, the sum will be approximately normal. He further 
finds that when the total amount of electrolyte plus the equivalent of retained 
N.P.N. exceeds the normal, bicarbonate is excreted in high concentration, 
sufficient to make the urine very alkaline, and chloride appears for the first 
time in the urine. At such a time also the blood N.P.N. falls to 
near normal value. 


normal or 
Hartmann, in a personal communication, states that freezing 
point determinations in several cases in spite of lowered total electrolytes are 
normal, thus indicating normal osmotic relations. Likewise, with total base de- 
terminations the results have confirmed the above outlined theory, provided 
that the excess urea was taken into account. A nephritis or nephrosis has been 
suspected by some authors, but despite the presence of casts, albumin and lowered 
phthalein output, the speed with which these cases clear up would preclude any 
disease of the kidney. Autopsies on anhydremic children reported by Mitchell, 
Marriott, and others, who had high N.P.N., and adults dying following obstruction, 
and on animals with obstruction have usually demonstrated little or no renal 
pathology. 


Experimentally in animals it has been shown by McCann, MacCallum, Hast- 


ings and coworkers, Haden and Orr, Gamble, Murray and others, that with 


closure of the cardia or pylorus the CO, combining power increases, the chlorides 
decrease, and the urea increases. The animals after several days usually showed 
muscular twitchings, tremors and spasticity, and in some eases, death. Deter- 


minations of CO, combining power and Py, at this period almost invariably 
2 H I 


The animal’s period of life was increased markedly 
by the administration of NaCl solution. Haden 


demonstrated an alkalosis. 


and Orr believe that in the 
obstructed viscus (stomach or intestinal loop) a toxin (the proteose described 
by Whipple and Brooks with their respective coworkers) is formed, which is 
neutralized in the tissues by the HCl and that the beneficial effect of NaCl 
is due to the increase in Cl-ions. They thought that the increased blood non- 
protein nitrogen encountered was explained by inereased protein catabolism 


eaused by this toxie agent. It has been found, however, that in obstruction 


with no vomiting, e.g., rabbits cannot vomit, but if the pylorus 


s obstructed 
the stomach becomes distended with fluid; or if the 


stomach is lavaged re- 
peatedly, the excreted Cl-ions are more than enough to account for the decrease 
of this ion in the plasma. Furthermore, the concentration of nitrogen begins 
on the second or third day before the animals evidence any marked signs of 
toxemia and before the kidneys show albumin and casts. 

Clinically, Gamble, Broun and coworkers, Ellis, Haden and Orr, Murray and 
others, have found in high obstruction (pyloric or duodenal) an inereased CO, 
combining power, increased N.P.N., and decreased NaCl. Hartmann has_ re 
ported similar findings in infants and children with pylorie or intestinal ob 
struction, upper intestinal fistulas and vomiting accompanying disease elsewhere 
in the body. 
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It is unfortunate that the total base of the serum was not calculated. In 
a eareful study of total acid-base equilibrium of plasma in various diseases, 


Peters, Bulger and coworkers, included three cases 


f vomiting of pregnancy. 
Their report is best represented by Table VI. Case 18406 of their series is of 
decided interest. She had had her first pregnancy terminated in 1923 at eight 
months gestation on account of a blood pressure of 200/140. The blood pres- 
mure gradually dropped to 150/100. She never had had an inereased N.P.N. 
While under observation the blood pressure gradually rose and in 1925 the 
patient returned complaining of severe headaches, scanty urine and morning 
sickness. As vomiting increased she became drowsy and at times had attacks 
of breathlessness during which she had spasms of hands and feet, which at 
times involved the entire extremities. Her blood pressure was 230/135. The 
urine contained a trace of albumin and hyaline casts. The diagnosis was typical 
of tetany, but how many of us would have called it eclampsia? They coneluded 
that there was dehydration, lowered chlorides, probably due to loss in the vomi- 
tus, and normal bicarbonate (high for pregnancy, we think), and the total base 
was decreased. They also noted that during seven days treatment the patient 
received 20,800 ec. of H,O but only voided 9,270 ¢.e. retaining, presumably, 
11,500 e.e. Salt was also retained in large amounts, thus showing that she had 
had an excessive loss of these elements during the preeeding period. ‘hey state 
that if the defense of the body against the alkalosis of over-ventilation lies 
in the replacement of HCO, by chloride, the cause of tetany in this case is as 
follows: With the Cl depleted by vomiting, compensation could not be effected, 
consequently over-ventilation of a grade that reduced bicarbonate only to nor- 
mal level resulted in the development of true tetanic spasms. They conclude 
that vomiting depletes the plasma chlorides and that mild over-ventilation then 
ean produce tetany. They also state that, ‘‘the effects of vomiting on the 
electrolytes of the serum are highly variable and probably depend on the nature 
of the vomitus, the severity and duration of the emesis, and the degree of 
inaction produced. The most frequent result is a reduction of chloride, with or 
without a diminution of base. The level of bicarbonate is capricious. Vomiting 
of hydrochloric acid is not essential for the production of this picture, as it has 
been encountered in a patient with esophageal obstruction who had not vomited.’’ 
They believe that any given disturbance of electrolyte equilibrium will evoke 
a train of reactions and changes in all of the other electrolytes, but that these 
always tend to restore equilibrium. 

We have used the Rosenthal phenoltetrachlorphthalein test for liver 
funetion and have found it showed retention, at times marked, in 
cases of vomiting of pregnancy. However, the tests usually become 
normal very quickly, and we have felt that the test runs parallel to 
the glycogen content of the liver, that is, if the patient is tested on 
admission, when presumably the liver is depleted of glycogen and 
filled with fat the dye will be retained, whereas, in two or three days 
it will be exereted normally. We have found that in those patients 
who desire abortion the test remains normal. 

In this series we did not determine the ketone bodies in the urine, 
but qualitatively they give no index as to the severity. As starvation 
continues they do not increase progressively but reach a maximum in 
five or six days and then gradually decrease. 

The following protocols indicate that one death was caused by 
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Sepsis following therapeutic abortion, and that the other two were, 
we believe, due to pathologic physicochemical changes produced in 
the body cells by the long period of vomiting and starvation. 

(4) Was due to a Streptococcus hemolyticus septicemia following therapeutic 
abortion. 

(B) S. B., thirty vears old, gravida i, seventeen weeks gestation. Vomiting 
for three months. She has retained nothing for the past two or three weeks and 
has lost 15 to 18 pounds. She has been confined to bed for the last two weeks. 


Does not have jaundice. Has been irrational for one week. 


Kramination.—She was markedly dehydrated and emaciated. Blood pressure was 
100/65, pulse 130, temperature normal. Nystagmoid movements of eyes. All reflexes 
present and active. Suggestion of Babinski on right. Memory was defeetive and 
speech was incoherent at times. Neurologists stated that patient had an exhaustion 
psychosis. Urine showed a faintly positive nitroprusside and negative FeCl, N.P. 
N. of 29.4 mg/100 ee. Urie acid of 6.1 me./100 e.e. Co, content was 50 volume 
per cent. Despite fluids (probably insufficient in quantity) and nasal tube the 


patient died four days after admission, with symptoms and signs of a peritonitis. 


Autopsy Diaqnosis.—Encephalitis, acute (hemorrhagic,) enteritis, proctitis. 


(¢ F. S., Case 6576 had been vomiting for seven weeks, more marked the last 
four weeks. On admission patient was found to be listless, had icteric sclerae, 
and nystagmoid movements of eves, Blood pressure 80/40, pulse 125, normal 


temperature. Her uterus was the size of a 12 to 14 weeks gestation. Urine 
showed faint nitroprusside on admission but was negative thereafter. Reaction 
was acid to litmus for two days and then became alkaline until two days before 
death. Vomiting never ceased entirely and the amount of food eaten was always 
small. About twelve days after admission patient showed definite pathologic 
changes which were as follows.—The patient was drowsy, irrational, and memory 
for recent events was poor, Nystagmoid movements of eves, unable to converge, 
diplopia on close vision. Slight facial weakness on right. Knee and ankle reflexes 
absent. Arm reflexes doubtful. Plantar reflexes normal. All museles of lowe1 
extremities were tender. Jaundice, which had decreased, again beeame marked. 
Patient began to have a temperature of 59 to 40° C. four days before death 
from no demonstrable cause. Spontaneous abortion three days later followed by 
dilatation and curettage for retained secundines. Death occurred twenty-four hours 
later. 

futopsy.—Nothing found to account for death, Section of brain and cord with 
special stain not completed. 

In Cases B. and C. we feel that the abortion was a terminal process. In a 
review of the postmortem findings on both bodies Dr. McJunkin, of the Depart 
ment of Pathology, states that the slight edema of the brain cannot be regarded 
with any importance. He states that the autopsies were negative so far as finding 
any pathology sufficient to cause death. 

We are indebted to Dr. A. B. Jones of the Neurologic Department for the 
following note. The central nervous system symptoms and signs noted in these 


cases are accompaniments of disease elsewhere i 


the body. There is no pathology 
demonstrable in the brain or cord. Adolph Meyer speaks of these conditions as 
dyserasias and believes them due to a deranged metabolism caused by exogenous 
or endogenous toxins. In the latter they aecompany or follow the disease, whieh 
may be vomiting of pregnancy, heart, liver or kidney disease, pneumonia, typhoid, 


ete. The prognosis is worse and the mortality higher if they oceu with the dis 
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ease rather than subsequently. They are characterized by disorders of orientation, 
confusion, illusion, delusions, hallucinations; by states of anxiety and apprehension, 
and lastly, poor retention memory. They have no relation to Korsakoff’s syndrome. 

J. P. Gardiner in a discussion of Titus’ paper stated the following.— ‘From 
the postmortem examinations of two cases which I was able to study for some 
time, I found the pathologic picture the same as Adami described in fatal cases 
of inanition. In pernicious vomiting of pregnancy the patients do not die of the 
original cause. Most of them have been vomiting from three to six weeks. The 
vidence tends to show that they die primarily of starvation and dehydration. One 
of the patients, who had been unable to retain anything in her stomach for six 
weeks previously, was kept alive for twenty-nine days by the administration of 
10 per cent glucose solution in 1000 ¢.c. of physiologie sodium ehlorid solution, 
eiven as often as symptoms demanded. The cause of pernicious vomiting must 
be studied further.’* As to the cause of death in these patients who have been 
vomiting over a long period of time, that is, have had a long period of semi 
starvation, we believe the following facets, which have heen observed both in 
humans and animals, give some clues. 

Loeb demonstrated in the lemulus that the Cl-ion has a specifie place in the 
hody and cannot be replaced, and that a simple addition of NaCl will neutralize 
toxie effects produced by other ions; for example, NaBr, NaSO,, NaNO., ete. 
Haden and Orr have also shown that the administration of KCI, NH,Cl, CaChk, Mg 
Cl, Kl, MgSO,, and many other salts in eases of obstruction with lowered NaCl 
have not only been of no avail, but have actually been harmful. 

Rubner noted in starvation that an animal can lose praetieally all of its fat 
and glycogen and half of its body protein (approximately 40 per cent of its body 
weight) and still live; whereas the loss of 10 per cent of water content of the 
body results in serious disorders, and the loss of from 20 to 22 per cent results in 
death. 

Marriott finds that in athreptie babies, if the condition has persisted too long, 
nothing will prevent death, and yet autopsy reveals little or no pathology. Lusk 
states that after chronic inanition extending over a considerable period of time 
on high earbohydrate and low protein, as occurs in famines, certain individuals 
will die despite the use of a balanced diet. Rubner states that this condition does 
not oceur in fasting dogs and econeludes that the acute road of starvation yields 
a sufficient amount of protein metabolism. 

Shol states that animals if placed on a balanced diet will die in four to six 
weeks if one of the body salts is lacking. On a salt poor dict the animals showed 
stupidity, loss of interest, trembling, muscle weakness, paralysis of the hind legs, 
and finally convulsions. Taylor found that if the diet which he took was salt free 
but kept him in nitrogen balance, aecetonuria developed on the ninth day and also 
muscle soreness. Joslin repeated the experiment, with similar results, and noted 
that he lost 2.5 ke. in the first three days and 2.5 kg. more in the next ten days, 
but on a complete diet he gained 4.5 kg. in the first seventy-two hours. 

In our two eases, in Gardiner’s, and probably in many others, do 
we not find death following relatively long periods during which the 
food intake is minimal, the nitrogen balance usually negative, the 
base balance negative, and insufficient amounts of water ingested? In 
F. S. (6576), despite the large amounts of NaCl given subcutaneously 
and ingested in the regular diet, the blood chlorides were never nor- 
mal, nor did the total electrolyte content approach normal. The 
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marked decrease in hemoglobin and cell volume also demonstrate the 
profound changes in metabolism which had oceurred and indieate that 
transfusion should be of value in these cases. 

Our mild cases are characterized by: 

1. Intermittent nausea and vomiting which is marked enough to 
prevent gain in weight, or even slight loss. Water or some type of 
fluid is retained. 

2. Ketonuria. 

3. Normal blood and urine analyses (except for ketonuria). 


At present the only distinction which we can make between moder- 


ately severe and severe is that of degree. They are characterized by: 


1. Ejection of body fluids in the severe as compared in the moderate, 
with vomiting only after eating or drinking. 
2. Ketonuria marked, or at times absent. 
3. Concentration of urine with its attendant effects. 
4. Changes in constituents of the blood as already outlined. 
5. Dehydration. 
6. Normal or elevated temperature, pulse, ete. 
7. Inereased bile pigments or clinical jaundice. 


The mild eases are treated by a high carbohydrate diet of solid 
food at frequent intervals, with liquids between feedings, with mid- 
night and early morning lunches in addition. Luminal as a sedative 
is given by mouth. The bowels are regulated and any nose or throat 
disturbance is treated. Dilute hydrochloric acid in 0.6 to 1.00 ee. 
doses, three or four times daily, has been found more efficacious than 
NaHCO,. We believe that time is saved by treating intensively all 
cases where vomiting is marked. The plan which we follow rather 
closely is as follows: 

(A) 1. Nothing by mouth for forty-eight hours. 

2. Daily enema 

3. Luminal sodium 0.12 q 6 hours day and night (remembering that 
the drug subcutaneously only demonstrates its hypnotie effect in eight 
to twelve hours). 

4. Normal saline, or better, Ringer’s solution, 1000 to 1500 @.e. twice 
daily. 

5. Intravenous glucose, 10 per cent solution, 1000 ¢.c. three times 
daily, or 1500 ¢.c. twice daily. Occasionally 500 to 1000 ¢.c. of 20 per 
cent glucose are used two or three times daily. 

6. Use of 5 to 6 gm. NaBr in starch water given by rectal tap onee 
or twice daily, until the luminal has had time to aet. 

B. 1. Insertion of the Andrew’s nasal tube for forty-eight hours or 
more. Fig. 1. (This tube does not enter the duodenum.) 
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2. Injection of 10 per cent Karo syrup with 2 to 5 per cent Dryco 
or skimmed milk, beginning with 50 e.c. q one hour, and increasing 
up to patient ’s toleranee (usually the maximum is 300 ¢.e. one hour). 
The concentration of Karo may have to be decreased if glycosuria or 
diarrhea ensue. Skimmed lactie acid milk or buttermilk are probably 
better than Dryco, and are now being used by us. 

8 The use of luminal through the tube instead of luminal sodium 
hypodermically. 

(C) Removal of the tube and beginning of dry diet which consists 
of cereals, toast, crackers, potatoes, lean meats, ete., from 6 A.M. to 
8 p.M., with midnight and early morning feeding. Patients to receive 
fluids (fruit juices, ete.) in intervals. This diet is gradually increased, 


Fig. 1—(1) Salvarsan flask. (2) Basin of hot water and thermometer. (3) Enema 
ean, similarly equipped. (4) Dale water bath. (5) Alcohol burner. 

but midnight and early morning feedings are continued throughout 

pregnancy. Fat ingestion is always kept low. 

The important points are the initial fast (the stomach is rested), 
sedatives (the patients are nervous, have not been sleeping, and if 
asleep do not vomit), the saturation of the body with water, glucose 
and salts, and the early use of a general diet. Normally, one requires 
3900 to 4500 ¢.c. of fluid in twenty-four hours. Consequently, we be- 
lieve these patients should have 5000 to 6000 ¢.c. per twenty-four 
hours, until the fluid content of the body is normal. The introduction 
of the amounts of glucose outlined can be given with no fear of danger, 
providing the following rules, as previously reported by us, have been 
fulfilled. 


1. Any C. P. grade of glucose can be used. We have used Merck’s 
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and Mallinckrodt’s Dextrose. There is no need for the anhydrous 
which will give clearer solutions but costs three or four times as much. 

2. Freshly distilled water (must be used the day of distillation, or 
sterilized immediately after distillation and kept sterile). 

Since 1923 we have been using only water distilled on the same day. 
It was recognized in 1915 that the fever which occasionally followed 
salvarsan injections was due to dirty water, but it was not until 
Seibert’s work proved that distilled water if not sterilized and kept 
sterile will, within forty-eight hours, contain a pyrogen resulting from 
baeterial growth, which will cause chills and fever if injected. 

3. Proper sterilization and subsequent maintenance of sterility. We 
prefer the autoclave for thirty minutes at 15 pounds pressure. Cara- 
melization is no contraindication to injection (Erlanger and Gasser). 
The solutions can be kept indefinitely provided they have been sealed. 
The Py, of the solution is between 5 and 6.5, but so little alkali is 
required to bring it to a P,, of 7.4 that there is no need for buffering 
elucose solutions, as recommended by Williams and Swett. 

4. Chemieally clean infusion apparatus (it is not boiled in the same 
sterilizer with pus basins, ete.). We prefer sterilization by the auto- 
clave. 

»). Proper observance of temperature during administration. (A 
solution below 37° or above 45° C. will almost invariably result in a 
reaction. ) 

6. A ealeulated rate of injection. We usually take sixty to ninety 
minutes to give 100 em. of glucose, and two to three hours for 200 


em. This ean be repeated every four to six hours without glycosuria. 


Kig. 2 shows the type of apparatus and method used for intravenous 
injection. It is not complicated or expensive. More elaborate methods 
for both the preparation and administration have been published, but 
if the above outlined program is followed, whether in hospital, doctor’s 
office, or in the home, there will be no ill effeets from intravenous 
elucose injection. 

We have used insulin in only a few cases, although the first case 
of vomiting of pregnancy treated with insulin and glucose (at the sug- 
gestion of Dr. O. Hl. Schwarz) was reported from our ¢linie. The few 
cases in which we used it were patients in whom we wished to give 
200 em. or more of glucose at one injection. We have felt as Titus, 
that is, that using insulin with glucose was similar to pouring oil on 
the fire. In those eases in which it was used, we advised mixing it 
with the glucose. If there was a marked acidosis (as Thalheimer sug- 
gests) due to ketone acids, as in diabetes, insulin with the glucose 
would be indicated, but we do not find that here. It is well known, 
however, that glucose tolerance curves after prolonged fasting show 


markedly increased blood sugars and prolonged rises (i.e., the curves 
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approach the diabetic curve). We have done sugar tolerance tests on 
some of our patients and they do show more prolonged effects than a 
two or three day fast will show. Presumably the diabetic tendeney is 
due to a delayed production of insulin by the panereas. If so, insulin 
is indicated. Once the body has started assimilating glucose, however, 
there is no further trouble. Therefore, we advise a slow and careful 
initial injection so that the pancreas ean have sufficient time to pro- 
duce insulin. 


Fig. 2.—(1) Bottle for stock solution. (2) Salvarsan flask for measuring. (3) 
Funnel for air vent and also for medication. (4) Nasal tube. 


The objections to the use of insulin are as follows: Titus quotes 
McCloud, who states that ‘‘insulin causes the sugar of the blood (and 
tissues) to diminish in both the normal and diabetic animal, partly 
because of an increase in the relative amount of carbohydrate that is 
metabolized and partly because some of the glucose is converted into 
a nonsaccharine material, which is mainly glycogen in diabetes but 


some other substance in the normal animal. In the latter case insulin 
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actually causes the glycogen stores to become depleted because of the 
demand for glucose which is set up, partly to form this unknown sub- 
stance and partly to be oxidized.’’ They offer the following simile, 
‘injection of glucose alone is like supplying fuel to a furnace which 
has burned low, at the same time storing some in the fuel bin; 
whereas, to add insulin to the glucose is like pouring kerosene on the 
coal to make it burn faster, and the result might be a conflagration, as 
some recent work indicates.’’ Andrews finds that in experimental 
dehydration the hypoglycemia produced by insulin is intensified as 
to degree and prolonged as to time. Drabkin and Shilkrit noted in 
dogs desiccated through water starvation that injection of insulin 
increased the anhydremia, that convulsions did not oceur when hypo- 
glycemia had developed, and, most important, that glucose injection 
would not prevent death in the dehydrated animal when a hypo- 
glycemia had been produced. Therefore, if insulin is used, we urge 
that it be mixed with the glucose solution in the ratio of 1 unit of 
insulin to 3 gm. of glueose; thus, if for any reason the veniclysis should 
be interrupted and difficulty be encountered in reintroducing the 
needle, sufficient glucose will have been injected with the insulin to 
prevent a hypoglycemic reaction. 

On the other hand, it has been demonstrated that in normal subjects 
insulin and glucose spare proteins more than glucose alone. Lawrence, 
in a recent publication, concludes that insulin causes, primarily, 
glycogen storage (subject was a diabetic). Campbell and MacLeod 
believe that normally insulin does not increase metabolism until the 
hypoglycemia with convulsions, ete., raise it. Kelloway and Hughes 
showed that after insulin injection the disappearing blood sugar could 
not be accounted for by a corresponding rise in oxygen consumption, 
nor CO, of calorific production. Best, Hoet et al., have apparently 
proved conclusively that insulin changes blood sugar to glycogen. To 
summarize, if insulin in the normal subject changes glucose to gly- 
ecogen without any ill effeet, it is worthy of trial in vomiting of preg- 
naney with doses of glucose greater than 100 gm., but it is not only 
not necessary but, we believe, potentially dangerous if used with 100 
om. of glucose or less. 

The use of 100 to 200 gm. of glucose intravenously at one injection 
will be questioned by some. Ohler and others have stated that large 
amounts of glucose intravenously may change a potential diabetie into 
a real one. They state that Allen reported that following removal of a 
portion of the pancreas of a dog he could, with a large amount of 
carbohydrate, produce a true diabetes. Careful analysis of Allen’s 
work, however, shows that practically all of the pancreas had to be 
removed before this could be done. Furthermore, we have been using 
these amounts since 1923 without any ill effects. Woodyatt states 


that the normal tolerance for glucose intravenously is 0.85 gm. 
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per kg. per hour for a continuous infusion extending over hours, and 
although we exceed the continuous tolerance limit we have found that 
by giving 100 gm. in 60 to 90 minutes and not repeating for four to six 
hours our patients do not, as a rule, show a glycosuria. Those that did 
never excreted more than 15 gm. in the first twelve hours, and none 
thereafter. Some of the patients have been seen after an elapse of 
two to three years and have shown no demonstrable ill effect, nor have 
we been able to demonstrate by glucose tolerance tests any decreased 
carbohydrate tolerance. 

Any solution intended for intravenous administration should be 
made up either by the doctor himself or by a person who has had 
personal supervision. No doctor would permit his office girl or tech- 
nician to make up his salvarsan solution, and yet in hospitals any one 
is considered able to make up glucose and saline solutions, and usu- 
ally it is considered a matter of little importance and the youngest 
nurse has this job. If the solutions put up by the operating room or 
drug room force in first-class hospitals are analyzed, one will find some 
queer results. Since 1923 all of the glucose solutions used on our serv- 
ice have been made by one of us, or by a technician trained by one of 
us. The graduates, flasks for mixing, and pyrex flask containers are 
used for nothing but glucose solution. Thus, one will not have any 
contamination as has been reported of camphor, ete., nor will one 
have the opportunity of injecting distilled water, as has been re- 
ported, with fatalities in both cases. We have had no deaths, nor have 
we had any severe reactions. For the last two years the interns have 
been administering the glucose and the rare reactions obtained (slight 
chill or temperature elevation of 1 to 20) have been due to faulty 
technic in injecting it. 

As a digression, to show the relatively tremendous amount of glu- 
cose used by us we have included the following report which shows 
that from July 1, 1924, to Jan. 1, 1927, we have made up and admin- 
istered the following glucose solutions to obstetric patients for vomit- 
ing of pregnancy, puerperal peritonitis, toxemias, shock, ete., 132 liters 
of 20 per cent, 249 liters of 10 per cent, and 19 liters of 5.1 per cent 
(approximately isotonic), a total of 400 liters or approximately 118 
gallons. 

CONCLUSIONS 

1. Vomiting of pregnancy is due to a deranged metabolism of the 
maternal organism, particularly of the carbohydrates. 

2. The pathologie urine and blood analysis and the signs and symp- 
toms of the patient are results of the vomiting, starvation, and dehy- 
dration. 

3. Severe vomiting of pregnancy is characterized by normal or in- 
creased CO,, Py, and N.P.N., and by low normal or decreased NaCl 
and plasma protein. 
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4. Alkalies in the treatment are not only not indicated, but are actu- 
ally dangerous, for there is either a normal acid-base balance, a com- 
pensated alkali excess (normal Py and high CO,), or a compensated 
alkali deficit (normal Py with a low CO,). The latter finding is rare. 

5. Vomiting of pregnancy is treated by supplying the deficiencies; 
that is, food, fluid, and salts. 

6. A general plan is outlined, but each case must be individualized. 

7. There is no danger from intravenous glucose providing the ten- 
ets outlined by us are obeyed. 

8. Experimental work indicates that insulin with intravenous glu- 
cose restores glycogen stores much more quickly than intravenous 
elucose alone and, if true, insulin with large amounts of glucose may 
give better results than glucose alone. 

9. Long periods of vomiting and semistarvation produce changes in 
the body which will cause death and yet autopsies will reveal no 
demonstrable pathology. Death may be due to pathologie physico- 
chemical changes in the body cells. 

10. Our results in a series of forty-eight cases since 1921, with none 
requiring abortion, show that the treatment of this condition has been 
vreatly changed since the continuous use of large amounts of intra- 
venous glucose solutions have proved so successful. 

11. We believe that systematic study of the metabolism in general, 
and particularly of the carbohydrates, together with a study of the 
acid-base balance of the body will enlighten us more as to the etiology, 
pathology, and treatment than speculations concerning ‘‘toxins’’ or 
deranged glandular function. 
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CIRSOID ANEURYSM OF THE UTERUS 
By W. P. Graves, M.D., anp G. Van S. Situ, M.D., Boston, Mass. 


HE publication of the accompanying case has been prompted by 

the appearance of a recent article by Dubrenil and Loubat entitled 
Aneurysme Cirsoide de l’Uterus.' The authors deseribe in minute 
detail a case of uterine aneurysm of which they can find no analogue 
in the literature, and state that their case is probably without prece- 
dent. The ease herein presented corresponds clinically and histolog- 
ically so closely to that of Dubrenil and Loubat that we are convinced 
that the conditions in the two eases are practically identical. 


The writers’ case, Mrs. E. W., aged thirty-two, was admitted to the Free Hos 
pital for Women on April 11, 1926 for uterine bleeding. She had had four chil 


dren and one miscarriage, the youngest child being twenty-five years of age. 


Her menstrual life had been regular with a normal menopause at the age of 48. 


Three weeks previous to entrance to the hospital she had had a sudden profuse 


bloody discharge from the vagina which had continued without cessation for 


two weeks. There had been during this period constant pain in the left upper 


quadrant, and a loss of 5 pounds in weight. The patient was a meager, poorly 
nourished woman. There was a soft systolic precordial murmur. Blood pressure 
160-80. Hemoglobin 65 per cent. Pelvie examination revealed an atrophic uterus 
with some tenderness and indefinite resistance in the posterior culdesac. <A 
diagnosis of probable carcinoma of the fundus was made, and the patient was 
prepared for a preliminary curettement and biopsy. 


Operation April 15, 1926. Under anesthesia the uterus appeared somewhat en- 


larged posteriorly, and there was marked pulsation in the fornices. 
ensily dilated. Ligh 


The cervix was 
t passage of the currette produced no endometrial tissue but 
caused an immediate and formidable arterial hemorrhage. The uterine cavity and 
vagina were hastily packed with gauze, and the abdomen opened by a suprapubic 


incision. The uterus was found to be larger than normal and very spongy with an 


irregular outline due t 


» enormously distended vessels. There was a marked vari- 
cosity of the left pampiniform plexus of veins. The entire body of the uterus pul 
sated strongly. Simple handling of the fundus lacerated the surface and produced 
an arterial gush of blood that was controlled with difficulty by large clamps that 
included the entire fundus. A rapid supravaginal hysterectomy was performed, 
numerous adventitious vessels from the cervical stump between the uterine vessels 
requiring ligature. 


Convalescence. The patient made a good recovery from the operation and did 


well until seven days after the operation when she suffered difficulty in talking 
und an inability to move her right arm and leg. Dr. W. B. Robbins ealled in 
consultation pronounced the condition as probably one of cerebral hemorrhage and 


uot embolism or thrombosis. The paralysis cleared up in about ten days and the 


patient was discharged in good condition on May 16, 1926, thirty-one days after 
operation. She reported on January 17, 1927, 9 months after the operation that 


she was in excellent health excepting for a slight disability of the right foot. 


1Dubrenil and Loubat: Ann. d@’ Anat. pathol., 1926, iii, p. 697-718. 
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The following brief abstract of the clinical history of the ease 
reported by Dubrenil and Loubat shows a close parallelism with the 
above. 


The patient 62 years of age, had had four children, the youngest being twenty 
two years old. Her menstruation had always been regular. Uneventful menopause at 
53. There had been a bleeding spell 6 months after the menopause and again 6 
vears after. For a year and a half before the patient was seen there had been 
hemorrhages of sufficient severity to reduce the patient to a condition of grave 
anemia. Pelvic examination revealed a uterus larger than normal for the patient’s 
age. There was marked vaginal pulsation, the transverse portions of the uterine 
arteries being greatly enlarged and easily palpable. A diagnosis of telangiectatie 
tumor was made and hysterectomy decided upon. On opening the abdomen the 
uterus was found enlarged, erectile and pulsating powerfully. Enormously dilated 
vessels could be distinguished beneath the peritoneum. The uterine body was 


soft and spongy, and as it was held in the hand a ‘* formidable thrill?’ could be 


Fig. 1. 1. Immense transverse sinus with many anastomoses chief among which 
are the lateral channels which extend from below up to cornua. B. Cut uterine wall 
punctate with the cut ends of hypertrophied blood vessels. 


felt with each pulsation. Supravaginal hysterectomy was performed, some diffi 
culty being encountered in controlling the vessels about the cervieal stump. 

During the convalescence the patient developed an obstruction of the large in 
testine for which a eeeostomy was done. The patient died on the fifth day. There 


Was ho autopsy. 


We at first recorded our case as an hemangioma of the uterus but 
changed to the more accurate designation of cirsoid aneurysm after 
reading the report of Dubrenil and Loubat. The term hemangioma is 
often thus loosely applied to overgrowths of vessels that are not real 
angiomata. In a striet sense an angioma represents a neoplastic 
growth of blood vessels. It is of congenital or early development and 
of slow benign growth (Ewing). In both the present cases the patient 
Was sixty-two years of age. Each had had four normal deliveries and 
an uneventful menopause. The condition must therefore have been 


acquired after the menopause, probably as a result of arteriosclerosis. 
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PATHOLOGIC REPORT OF OUR CASE 
Gross Examination—The uterus was moderately enlarged and generally sym- 
metric, the left side and cornu being a little larger than the right. There were 


no adhesions. The surface of the uterus presented irregular, smooth, tortuous 


Fig. 2. 1. Smooth uterine cavity with transverse sinus, B, lying immediately 
anterior to it. C. Left uterine cornu with its diffuse vascular labyrinth. Note the 


numerous smaller sinuses and blood vessels. 


Fig. 3.—High power. Shows irregular and atypical hypertrophy of the vascular walls, 
e.g., at A. B. An area of fibrosis and fragmentation of muscle fasciculi. 


swellings giving the appearance of varices. The tubes and ovaries were not re 
markable although their vessels of supply from the uterine-ovarian anastomosis 


were dilated considerably more than normal. The uterine vessels at their points of 


> 
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entrance and exit in the parametria were not abnormal but as soon as they were 
traced to the side of the uterus, they were found enlarged to a diameter of 4 to 
6 mm. 

On incising the wall to the uterine cavity a tortuous and irregular blood sinus 


1.5 em. in diameter was encountered. The myometrium was found not only punctate 


with the gaping ends of numerous dilated small vessels but riddled with irregular 


vessels and sinuses varying from 2 to 5 mm. in diameter. The uterine cavity 


measured 3 x 2.5 em., was smooth and symmetric, its endometrium measuring less 


than 0.5 mm. in thickness. On tracing out the larger sinuses and blood vessels it 


was discovered that their arrangement presented a rough symmetry somewhat as 


follows: On each anterolateral aspect of the uterus a dilated and tortuous sinus 
extended from below upward. Halfway up along their course they were connected 
hy the huge aforementioned transverse sinus which lay immediately beneath the 
mueosa. Then, as each approached its uterine cornu, they beeame lost in diffuse 
labyrinthine anastomoses. This feature was especially marked on the left where 
the whole enlarged cornu was made up of a dilated, sinuous, vascular labyrinth, 
having vessel lumina ranging from 2 to 9 mm. in 


diameter and from which vaseular 


Fig. 4.—Klastic tissue stain. Elastic tissue laminae at A and B. This was one of 
the few areas which showed characteristically the arterial nature of the vascular 
phenomenon. Generally the elastic tissue was sparse and frayed out, making it 


impossible to distinguish artery from vein. 


connections branched out in all directions in the uterine wall and out along the 


mesosalpinx. Across the fundus of the uterus extended one tortuous anastomotic 


channel 3 mm. in diameter from which many smaller vessels proceeded and permeated 


the surrounding tissue. From each cornu another large, irregular blood channel 


extended downward along the posterolateral border of the uterus. The left channel 
was larger and its branchings more marked. No posterior transverse sinus was 
found. Finally each of these channels joined with its respeetive anterior channel 
in the inferior portion of the parametrium. 

Microscopic Examination.—1. The endometrium was thin; the glands, deereased 
in number and with small lumina, were made up of cuboidal epithelium. The 
picture was that of atrophy. In many places small islands of endometrium were 
found a short distance within the muscular wall. The blood vessels were rare and 
small, 

2. Under the endometrium lay a zone of normal atrophied uterine wall varying 


in thickness from 1 to 3 mm. except beneath the large transverse sinus where it 


i 
4 ‘ 
bys 
i 
| 
| 


” THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

was nearly absent. From this zone to the serosa the uterine wall presented a 
picture, as homogeneous in its irregular characteristics as it was unique. Blood 
channel walls predominated and often filled the entire miscroseopie field. They 
were large and small, thin-walled and thick-walled and completely irregular, being 
cut at all angles. Their walls most often showed a striated or crosshateh texture 
which was variable and ineonstant in the relative amounts of smooth muscle, eon 
nective tissue and elastic fibers. Some vessel walls appeared homogeneous and 
hyaline having no visible formed elements. Intimal proliferation was frequently 
seen, although it was markedly irregular and variable. More often than not intima, 
media and externa could not be distinguished with any degree of certainty. With 
elastic tissue stain the inner and external elastic membranes were occasionally made 
out, but generally these became frayed and disrupted after a short distance. The 
inner clastie membrane could be distinguished more often than the external, but 
even this was not well marked in three-fourths of the vessels. The distribution 
of elastie fibers generally in the vessel walls was more irregular. To distinguish 
arteries from veins was impossible except in the rare instances where the elastie 
tissue was so characteristically arranged as to leave no doubt about the arterial 
character of the vessel, 

The myometrial stroma, small in amount compared to the area taken up by the 
vascular tissues which it surrounded, showed both diffuse and insular fibrosis with 
disruption and fragmentation of the muscle bundles. In some places the pieture 
was that of a fibromyoma, but no surrounding normal myometrium existed to show 
demareation. In other places there was complete absence of smooth muscle tissue. 


fibrous tissue at the expense of 


Generally, however, there was a diffuse increase in 


the musele fasciculi so that the uterus must have had little if any contractile power. 


19S COMMONWEALTIC AVENI 


Jacobi and Walbaum: Pharmacologic Investigation of Unexpected Results with 
the Injection of Lobelin (Ingelhein). Zentralblatt fiir Gvniikologie, 1925, xlix, 
1796, 
Careful investigations were made into certain untoward actions of this drug, not 

explicable either by the quantity given or by any idiosynerasy of the patient. In 

many instances these toxie symptoms resembled tetanus and the writers suggest eare- 
ful observation and report of all cases, for the purpose of determining the frequency 


of these untoward symptoms. LITTLE. 


DYSTOCIA CAUSED BY AN HEMANGIOMA (CHORIOANGIOMA) 
OF THE PLACENTA 


By Lupwie A. Emae, M.D., San Francisco. 


(Associated Clinical Profe ssor of Obste tries and Guyune cology Stan ford School of 
Medicine) 


HILE hemangiomatous or chorioangiomatous tumors of the pla- 
centa are not uncommon, they rarely grow sufficiently large to 
interfere in the passage of the fetus through the birth canal. In 1920 
Margeson' reported such an occurrence. The tumor described by him 
measured 10 x 6 x 5 em., was surrounded by amnion and was attached 


Fig. 1.—The amnion has been deflected hiding the short pedicle, The straight 
lines in the tumor are knife cuts. The heavy band of fibrous tissue contained dense 
calcifications, 

to the placenta by a pedicle 6 em. in length and in structure similar 
to the umbilical cord. This tumor prevented engagement so effectively 
that the child had to be delivered by cesarean section. Later, in 1925, I 
met with a similar but larger tumor which, while permitting engagement 
of the head, caused serious dystocia during the progress of labor. 
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CASE REPORT 


Clinical Data.—Mrs. G., age twenty-five, gravida i, after an uneventful preg- 
nancy was given castor oil and quinine seven days after the expected date of eon- 
finement. The pelvis was normal and the head loosely engaged in R. O. P. The 
fetus although slight in build was of normal length according to the Spalding2 
and Ahlfeld’ methods of estimation. The patient entered into a state of mild labor 
six hours later and continued so for twelve hours. At that period the head had 
descended to just above the spines with the cervix 4 em. dilated and well thinned 
out. Fetal and maternal conditions being favorable analgesia was induced by the 
Gwathmeyt method. The patient reacted splendidly and uterine contractions con- 
tinued normally. After about two hours a projection appeared in the right lower 
quadrant of the abdomen apparently intimately connected with the uterus. Mystified 
by the sudden appearance of this semisolid mass T assumed it to be a fibroid in 
the lateral wall of the uterus brought into evidence by normal torsion of the fundus. 
Two hours later cervieal dilatation was complete. The character of the labor 


pains became expulsive without material advanee of the head rotated now into 


Fig. 2. \ cross-section through the middl f the pedicle. The greater part 
of the second umbilical artery cannot be seen. The great difference in size between 
vein and arteries is evident. 


R. O. A. I coneluded that the tumor previously noticed had impinged between 
the head and the right shoulder of the fetus. Under nitrous oxide anesthesia I 
examined the patient vaginally in the hope of displacing the tumor. Passing the 
left hand along the slender small head, a semisolid pulsating tumor was felt in 
the superior strait displacing the body of the fetus in such a way that an ad- 
vance of the right shoulder had become impossible. Fortunately the pelvis was 
very roomy so that it was possible to apply forceps without removing the left 
hand. By rotating the fetus into L. O. A. through forty-five degrees, it was 
possible to displace the tumor upward with the patient in Waleher position. Firm 
traction was then made on the head and the tumor displaced still further upward, 
as far as the middle finger could push it. Owing to the large pelvis and the slender 
fetus this maneuver freed the right shoulder completely. After withdrawing the 


left hand the fetus was delivered ] 


vy a very easy foreeps operation. The very 
slender boy, weighing five pounds, fourteen ounces, breathed and ericd normally 
some ten minutes after conservative measures at resuscitation. He appeared to be 


distinctly undernourished. After repairing a short episotomy wound the placenta 
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was expressed with great difficulty. It contained the tumor spoken of above. Both 
mother and child made an uneventful recovery. 

Pathologic Data.—The tumor was entirely separate from the placenta and extra- 
membranous in its relation to it. It measured 15 x 12 x 9 em., approximately as 
large as the head of the child and nearly two-thirds as large as the placenta (Fig. 
1). The latter measured 18 x 18 x 5 em. and weighed together with the tumor, 780 
gm. The tumor was of a deep glistening brown color traversed by a heavy band 
of firm white tissue. It received its blood supply directly from the umbilical vein 
which 3 cm. above its placenta insertion widened out to 1 em. lost itself in the 
tumor mass and emerged as a vessel of only 0.4 em. width to join the placenta 


at the exit of the umbilical arteries. The visible leneth of this pedicle was 3 em. 


Fig. 3.—A typical field of thin-walled blood spaces supported by a very slender 
connective tissue structure, 

The umbilical arteries corresponding in size to the distal end of the vein did not 

enter the tumor. Chorion and amnion ensheathed all the vessels leaving the tumor 

mass free between placenta and uterine wall. 

A histologic study of the tumor revealed a typical hemangiomatous formation. 
The bulk was made up of blood spaces (dilated capillaries), lined by a single layer 
of endothelial cells with slender, darky staining, semilunar nuclei (Fig. 3). A 
careful search for nucleated red blood cells proved futile. The supportive econ- 
nective tissue was made up by a stellate cell architecture in which the cell bodies 
were placed far apart. The density of this tissue varied with the size of the 
blood vessels to be supported. The amount increased with the larger vessels until 


formidable masses of connective tissue were seen (Fig. 4). None of the vessels 
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possessed a tunica media except the very large main channels, but in no instance 
did the tunica media present arterial characteristics. A tunica externa was never 
seen. The supportive tissue previously described assumed this funetion aeting 
as a common external sheath for all large vessels. 

There were no muscle fibers in the tumor. Instead, there was seen a fine net- 
work of elastic tissue fibers, the density of which inereased in the vicinity of the 
larger vessels and became sufficiently compact at the surface of the tumor to form 
a@ thin capsule. A thin layer of endothelial cells similar in type to those lining 
the capillary spaces formed the outermost layer of this capsule. Mitotic figures 
were not seen. Areas of calcification made their appearance near the surface of 
the tumor. Neither syneytial nor Langhans cells entered into the formation of 


the placental (umbilical?) hemangioma. 


Fig. 4.—The direct connection between the connective tissue support of the blood 
spaces and that of the larger vessels can be seen in the center, 
The entire absence of any connection with the chorion, aside from the vascular 
supply makes me believe that this tumor is an hemangioma (fibrohemangioma) of 
cord origin (umbilical vein). 


COMMENT 


Concerning the literature dealing with placental and umbilical tumors 
of benign origin, the reader is referred to the bibliography compiled by 
Scott? in 1924. Brown’s® discussion in 1925 hardly adds anything new 


to the subject. In brief, I believe that Oskar Frankl’s’ suggestion to 
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divide these tumors into two general classes offers the most simple 
working basis. 

Into the first class belong the fusion tumors, perhaps of inflammatory 
origin. They are common, usually so small that the average observer 
overlooks them and as far as we know of no significance in the welfare 
of the fetus. In this type placental villi fuse, edema of the stroma 
takes place and fetal vessels dilate until the process becomes self- 
limited. These tumors are commonly buried in the placental mass and 
are surrounded by a capsule formed by Langhans and syneytial cells 


(Fig. 5). 


Fig. 5.—An hemangioma of the inflammatory fusion type found in a placenta. during 
routine examination. It contains syncytial and Langhans cells. 


The second class includes true tumors, commonly more than one, 
situated at the placental margin. They most often are only super- 
ficially connected with the placenta and are enveloped by a capsule 
free from either Langhans or syneytial cells. The simplest and 
very logical genesis of this type of tumor was offered by Albert. He 
pointed out that in very early embryonic development a blood vessel 
occasionally branches off from that portion of the allantois and chorion 
which fuse into the umbilical cord. If this vessel fails to find a nor- 
mal association it independently forms an hemangiomatous tumor. 
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CONCLUSION 


The tumor reported here fits in very well to the second class and also 
offers proof for Albert’s theory since its connection with the placenta 
was entirely confined to the umbilical vein and since it was completely 
devoid of either Langhans or syncytial cells. Whether to classify this 
tumor as a placental or umbilical hemangioma or fibrohemangioma is 
immaterial and theoretic. It is of interest that such a tumor ean give 
rise to serious dystocia and that it may materially interfere with the 
development of the fetus. 
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TWIN PREGNANCY AFTER TEMPORARY SUPPRESSION OF 
MENSTRUATION FOLLOWING ROENTGEN-RAY TREAT- 
MENT FOR MAMMARY CANCER 


By Ira I. Kapuax, B.S.. M.D., New Yorn, N. Y. 
(Radiation Therapist, Bellevue Hospital) 


HE question of x-ray castration of the female was early defined by 

Seitz and Wintz in their work on the determination of x-ray dos- 
age. Since then the x-rays have been used in the treatment of vari- 
ous functional and pathologie conditions of the uterus where suppres- 
sion of the menstrual cyele is followed by cure or amelioration of 
uterine hemorrhage. The x-rays according to Seitz and Wintz act 
directly on the ovaries, destroying the ovum itself and also the fune- 
tion of the ovary as a whole. Colwell and Russ describe the action as 
atrophy of the follicular epithelium and disappearance of the ova 
which shrink and show hyaline degeneration. There are eapillary 
hemorrhages and the cell outlines are lost. Both primary and mature 
follicles show degeneration. Aschoff says the theea cells in x-ray eas- 
tration are temporarily discharged and can subsequently recover. A 
weak dose of x-ray postpones ovulation or checks it entirely. This 
slow destruction of intermediate theea cells accounts for mild meno- 
pause symptom. 

There may also be some action on the corpus luteum, which regu- 


ates the menstrual evele. irsch says radiation may produce degen- 
lates tl nstrual cyel I] h say liat y prod legen 


*From the Radiation Therapy Service and the Gynecological Service of Dr. F. C. 
Holden, Bellevue Hospital, New York City. 
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erative changes in the corpus luteum. The fine capillaries in the 
eranulosa lutealis are so affected by the x-rays as to cause luteal hem- 
orrhage. 

Notwithstanding irradiation, some patients continue to menstruate 
and some even become pregnant. Beclere suggests that there is an 
age limit to permanency of roentgen castration, and that women 
under forty are not likely to be permanently amenorrheie following 
x-ray castration. Stern, one of the early workers, noted the difficulty 
in producing amenorrhea in young women. Small doses at this time 
may even stimulate ovulation with resulting pregnancy as reported 
by Rubin, Rongy, and others. The nearer the menopause the more 
likely is the cessation of menstruation to be permanent. Pregnaney 


Fig. 1.—Showing third breast development. 


has followed attempted x-ray castration. Ilirsch quotes Linzenmeier 
who reports two cases, one pregnancy occurring one year after radia- 
tion. Penzoldt states that pregnaney within four months after radia- 
tion may injure the ovum and produce an imperfect fetus. Monstros- 
ities are reported as being the result of postradiation births. 

There is no doubt that a fetus radiated in utero is either killed or 
has some of its tissues destroyed by radiation as reported by Ries, 
Zappert and Ramos. Bergonnie and Tribondeau formulated the law, 
that the more embryonic the tissue, the more it was radiosensitive. 
Pankow states the riper the follicle, the more sensitive to radiation. 
The unripe ova are more resistant. Beclere likewise is of the opinion 
that the maturing follicles are sensitive to radiation. It follows, 
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therefore, that fetal tissue should be rather radiosensitive during the 
x-ray treatment of the mother. Spontaneous abortion, however, may 
or may not take place following radiation. If it does not occur the 
uterus should be emptied, because of the great possibility that that 
particular fetus might exhibit some type of monstrosity. 

It is known that there is an internal connection between the breasts 
and the uterus. During menstrual periods there is a sensitive reaction 


in the breasts. In the ease of carcinoma of the breast, increased activ- 


Fig. 2.—Fetuses, actual size. 
5S 


Fig. 3.—Section of ovary, showing corpus luteum, 


ity in the malignant tissue is observed during menstruation, preg- 
naney and lactation periods. In cases of multiple involvement of the 
breasts, especially following pregnaney, it has been suggested that 
sastration be resorted to, to prevent provocative stimulus to pathologie 
growth in the breast tissue. On our service at Bellevue Hospital we 
suggest roentgen-ray castration in those cases of malignaney of the 
breast where normal menopause has not oecurred. 

The case herewith reported had recurrent carcinoma in both breasts, 


subsequent pregnancies following amputation of both breasts and in 
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the third pregnancy a supernumerary breast showed appreciable de- 
velopment. With the appearance of metastasis, therefore, it was 
decided to follow operation with the normal series of postoperative 
radiations of the breast areas, with roentgen-ray castration. Of the 
numerous cases on our service at Bellevue from 1924 to 1926, receiving 
roentgen-ray castration treatment, this is the only case which beeame 
pregnant subsequent to treatment and what makes it particularly 
interesting is the fact that it was a twin pregnaney. I recall no other 
similar case reported. Some of our patients menstruated again after 


varying periods of amenorrhea following roentgen castration. 


Fig. 4.—High power, section of ovary, showing corpora lutea, 


CASE REPORT 


F. A., was thirty-six years old, married, and one of nine children. Menstruation 
began at twelve years of age, and was always regular. She has been married 
fourteen years, and has two children of twelve and fourteen. Both children nursed 
on breasts. In December, 1919, she noted a nodule in the right breast, and went to 
a physician who advised immediate amputation. In October, 1920, she noted a 
mass in left breast, immediate amputation was advised and carried out. Both opera 
tions were incomplete, only the breast being removed. In 1920, during a third 
pregnaney, the patient noted the development of an extra breast at a brown spot 
just below the site of the old right breast. Marked swelling with pain over this 
area forced an induced abortion in January, 1921. Following this, patient was well 
and menstruated normally. She used eontraeeptive methods to prevent further 
pregnancy. In October, 1924, she noted a painful lump in the sear on the left side. 
This was removed at Bellevue Hospital, October 7, 1924, and pathologie examina 
tion proved it to be adenocarcinoma. Palpable nodes were found in the right 
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axilla. During October and November, 1924, she received high voltage x-ray therapy 
over both amputated breasts and the regional lymphaties area. 

On account of the recurrence with pregnancy it was thought advisable to castrate 
the patient by x-ray therapy. In December, 1924, she was so treated. Her last 
menstruation occurred on March 26, 1925. In April, 1925, she complained of pain 
in lumbar spine, which suggested metastasis there. She received x-ray therapy 
on this area. 

Nothing further was heard from the patient until October 26, 1926. She reported 
that she was completely amenorrheie from March, 1925, until May, 1926, then she 
menstruated every three weeks until August 19, 1926. She no longer used contra 
ceptives, believing herself sterile. In October she noted enlargement of the 
abdomen and of the new right breast, with nausea and pains. On October 26, 1926 
pregnancy was diagnosed. On account of the carcinomatous condition, the general 
poor health, and the fear of abnormal pregnancy developing in an irradiated ovum, 
therapeutic abortion was advised. This was attempted with high voltage x-ray. 
Twelve days later when no labor occurred, operation was performed by Dr. Holden, 
through an abdominal incision, the uterus was opened, evacuated, one ovary was 
excised and the tubes tied off. 

On opening the uterus two fetuses were found, each in a separate placental sae. 
One appeared larger than the other, both were dead. The left ovary was large 
and eystic, the right small hard, and fibrous. The left ovary showed two corpora 
lutea, one normal yellow body and the other cystic. The specimens were sent to 
the Department of Embryology of the Carnegie Institute of Washington, Dr. Henser 
reports as follows: 

‘<The specimen from the case of Mrs. A. is apparently one of double ovum twins. 
The two separate placentae and the two corpora lutea in the ovary point to this 
conelusion. The tissues in both the chorion and the embryos are greatly macerated, 
indicating that death had oeeurred a long time before the abortion. From the 
measurements of the embryos we would estimate the period of development to be 
L044 weeks.’’ 


CONCLUSIONS 


Castration by x-ray therapy in women under forty years of age 
may not be permanent. 

Small doses of x-ray may stimulate ovarian function, with subse- 
quent pregnancy. 

All ova may not be destroyed in x-ray castration in young women. 
The nondestroyed ova may ripen and become pregnant even after a 
year following castration. 

X-ray therapy of the pregnant uterus kills the fetus and abortion 
is indicated. 
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THE DIAGNOSIS OF RACHITIC PELVES BY THE X-RAY 


By Hersert Thoms, M.D., F.A.C.S., New HAven, Conn. 
(From The Woman's Clinic. Yale University School of Medicine) 


ELVIC deformity as a result of rachitis is too well known to re- 

quire further detailed description. The bony changes which result 
from rachitis in this portion of the osseous system affeet all the bones 
which comprise the pelvis. The most pronounced changes affecting any 
single portion of the pelvis are manifested in the saerum, and it is the 
recognition of sacral deformity that offers the greatest aid in establish- 
ine the diagnosis of rachitie pelvis. In addition to these changes seen 
in the sacrum may be mentioned other deviations from the normal, sueh 
as the flaring away from the midline of the anterior superior spines of 
the iliae bones and the settling forward of the sacral promontory into 
the superior strait. This latter deformity obviously shortens the antero- 
posterior diameter of the pelvie inlet and forms what is generally 
known as a flat pelvis. 

The elinieal diagnosis of rachitie pelves at the present time may be 
said to rest chiefly in (a) establishing the relationship between the 
superior spines and the crests of the iliac bones, (b) the determination 
of the diagonal conjugate diameter and more important than either, 
(c) the palpation per vaginam of the contour of the anterior surface 
of the sacrum. In experienced hands these methods are usually ade- 
quate to establish the diagnosis of rachitie pelvis, particularly in the 
moderate and severe grades of deformity. However, lacking the ex- 
perience offered by a clinic where rachitis is frequently seen, one may 
have difficulty in recognizing the lesser and occasionally the moderate 
grades of pelvic deformity due to this disease. 

The chief changes in the sacrum which are associated with rachitie 
pelves may be thus summarized: 

1. The sacrum is broader from side to side. 

2. It is thinner from behind forward. 

3. It is shorter from above downward. 

4. There is less lateral concavity on its anterior surface. 

do. The vertical concavity may be greatly increased. 

6. The longitudinal axis forms a greater angle with the conjugata 
vera. 

(. The promontory of the sacrum lies at a lower level, thus ap- 
proaching the symphysis pubis. 

It is the purpose of this paper to emphasize the value of lateral 
roentgenograms of the pelvis, in order to outline the vertical profile 
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of the sacrum and the relationship that its promontory bears to the 
svmphysis pubis. 

A lateral profile of the anterior surface of the rachitie sacrum usu- 
ally shows it to be sharply bent upon itself in the neighborhood of its 
third vertebra, thus markedly accentuating the vertical coneavity, 
This is shown in the accompanying drawing (Fig. 1-6). Occasionally, 
however, an opposite condition obtains, and the sacrum appears more or 
less straightened out from promontory to tip (Fig. 1-4). This latter 
deformity in instances may be so marked that the entire anterior sur- 
face of the sacrum presents a real vertical convexity. 

Krom the diagnostic point of view these variations from the normal 
vertical concavity represent the most important change that is present 
in rachitic pelves. At the present time their mode of production is 
largely speculative. The contributions of Park and his associates have 


shown us that not only is rachitis in childhood a more widespread 


Fig. 1.—Sacral changes in rachitic pelves. Changes in anterior surface of 
due to rachitis. Type B deformity is most frequently seen. Type A 
ened out, occasionally seen in rachitic pelves., 


sacrum 
sacrum straight- 


disease in our climate than was hitherto appreciated, but also that if 
may occur very early in infant life. It seems reasonable to conjecture 
that factors, such as (a) muscular tension, (b) the use of the extremi- 
ties in walking, and (¢) the continued assumption of the sitting 
posture in children who cannot walk, while the bones are in their 
abnormally softened condition may be responsible for the deformities. 
It is interesting to note that Dr. Margaret Tyler, of this clinic, who is 
at present studying the effect of rachitis on children’s pelves, has 
found characteristic sacral deformity as early as three vears. Rachitic 
pelves are an inheritance of childhood and the recognition of such 
pelves may be often the only evidence of the occurrence of rachitis in 
the early years of an individual. 

During the past year in our studies of x-ray pelvimetry we have been 


impressed by the ease with which we have been able to demonstrate 


A B 


THOMS: DIAGNOSIS OF RACIIITIC PELVES BY TITE X-RAY 47 
sacral deformity in rachitiec pelves. Not only are lateral roentgeno- 
crams of the pelvis important in establishing changes in the vertical 
contour of the sacrum, but they are especially valuable in determining 
the relationship of the presenting part to the superior strait at the 
end of pregnaney or even during labor. It becomes at once obvious 
that in cases where the head fails to descend during labor that the 
presence or not of bony dystocia may be readily demonstrated by this 
means. In this clinic we do not feel that a suspected contracted pelvis 
has been accurately surveyed unless in addition to the usual methods 
of pelvimetry we have employed the method for measuring the 
superior strait by the x-ray (described recently in another place’) and 


the method here described for taking lateral pelvic roentgenograms. 


Fig. 2.—Typical sacral deformity seen in rachitic pelves. Abnormal convexity of 
upper two-thirds and marked concavity of lower third of sacrum. 

The techni¢ of the latter is simple and requires no apparatus whieh 
is not to be found in any well-equipped x-ray laboratory. The patient 
is placed laterally in the position which one uses in measuring the 
external conjugate or Baudeloque’s diameter. It is of importance that 
one acetabulum superimposes the other, and this may be determined 
by seeing that the limbs are perfectly straight and the nates are in the 
Same vertical plane. By means of a pelvimeter placed in position for 
measuring the external conjugate diameter, a midpoint is chosen 
between the ends of the pelvimeter over which the tube or target is 


The Clinical Significance of X-ray Pelvimetry, AM. Jour. OBST. AND GYNEC., 1926, 
xii, 4 
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to be centered. A small mark with a skin pencil is made at this point 
and the pelvimeter removed. By the use of a plumb line the target js 
centered over this point, 30 inches above the sensitive plate or film. 
Duplitized superspeed films, double screen with Bueky diaphragm, and 
a medium focus Coolidge tube are used. A point spark distance of 
seven inches is employed. The amount of current is 20 milliamperes 
and the exposure varies from 10 to 30 seconds, according to the thick- 
ness of the subject. On development not only will the promontory 
and anterior surface of the sacrum be readily seen, but after a little 
practice the posterior surface of the symphysis pubis may be discerned. 

In conelusion, it may be stated that the taking of lateral roentgeno- 
grams of the pelvis is a procedure which is a valuable aid to obstetric 
diagnosis. This is especially true in pelves with rachitie deformity 
and in those eases of nonengagement of the fetal head at term, where 
bony obstruction is suspected. 


NEW HAVEN HOSPITAL. 


Wiisthoff, H.: Critical Study of Puerperal Deaths Occurring during the Last 26 
Years. Monatsschrift fiir Geburtshilfe und Gyniikologie, 1925, Ixx, 189. 


The author studied the maternal deaths which occurred at the Koénigsberg Clinic 
from 1897 to 1923. Among 20,389 women there were 63 deaths from puerperal fever, 
a mortality of 0.3 per cent. Nineteen of these patients were definitely infected out- 
side the Clinie. Of the remaining 44 there were 10 cases of autoinfection. In the 
latter group are all cases where infection was brought to the genitalia from some 
other area in the body. There remained, therefore, 34 cases of infection which 
occurred in the Clinic (0.15 per cent). In 14 of these cases delivery was spontaneous 
after vaginal examinations had been made by students and midwives. The source of 
infection in all probability was the vaginal examinations. 

Of the 20 women delivered by operative means 5 had eesarean sections. Three of 
these women were clean before operation, one had a carcinoma of the cervix, and the 
fifth, a placenta previa. Next in frequency was manual removal of the placenta 
which caused four deaths. Two fatalities followed placenta previa in which treat- 
ment was a metreurynter and combined version. Both women died of septicopyemia. 
Two patients died after forceps operations. The remaining six patients had multiple 
operations. J. P. GREENHILL. 


REPORT OF A CASE OF OSTEOGENESIS IMPERFECTA 
IN TWINS 


By W. E. Weuz,* M.D., F.A.C.S., anp B. L. LizspermMan, B.S., M.D. 
Detroit, Micn. 
(From the Obstetrical Service, Herman Kiefer Hospital) 


imperfecta is a condition of marked fragility of 
the long bones, due to a failure of deposition of calcium salts, 
with a resultant predisposition toward easy fracture. The disease 
may manifest itself at three periods in life: 

1. Prenatal, intrauterine fractures. 

9. Infantile, fractures occurring from one to three years of age. 
3. Adult type. 


The entire subject is surrounded by a great deal of obscurity; the 
various contributions, although dealing with the identical condition, 
yet differing in detail, have had difficulty with the nomenclature of 
fetal bone diseases, with the result that there has arisen a great deal 
of confusion and a complicated terminology which has helped con- 
fuse the entire subject. Ballantyne,’ in 1902, listed under this head- 
ing the following terms: fetal rickets, intrauterine rickets, micro- 
melie rickets, annular rickets, chondritis fetalis, pseudochondritis, achon- 
droplasia, chondrodystrophia fetalis, congenital cretinism, osteoporosis, 
osteopathyrosis, and rachitis congenita. More recently (1916) Blaine? 
simmered the nomenclature down to the term fetal osteopathyrosis, 
covering the older terms of osteogenesis imperfecta, fetal rickets, 
osteomalacia congenita, and Lobstein’s disease. In 1924, Lewin’ sug- 
gested the term osteochondrogenesis imperfecta; whereas, in 1926, 
Dorland and Hubeny* used the term fragilitas ossium. 

The outstanding characteristic of the disease is the marked brittle- 
ness of the bone and the great ease with which fractures may occur. 
The long bones of the extremities, the ribs, and the elavicles may 
have numerous fractures due to abnormal thinning of the cortex (Fig. 
2). Hochsinger’® called attention to the marked thinning of the skull 
bones. <As a result of these bone changes there occur various de- 
formities, shortenings, and curvatures (Fig. 1). The general condition 
of the child remains, as a rule, normal. This tendency toward fracture 
has been noted by many observers, Ballantyne' quoted a case of Chaus- 
sier which oceurred in 1812 in which, following a spontaneous birth, 
there were counted between 50 and 100 fractures. Harbitz,° Linck,’ 
Griffith,” and Satanowsky'’® have recorded interesting eases of this de- 
seription. 


* Dece ased, 
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In a survey of this condition, Burmeister® offers an objection to the 
term ‘‘intrauterine fracture,’’ maintaining that ossification has not 
progressed enough to permit actual fracture. 

Von Reuss,'' quoting Sumita, describes the essential changes in the 
skeleton as a disturbance of the periosteal and endosteal formation of 
bone with undisturbed, almost normal course of the endochondral 
process of ossification (Fig. 4). As the ealius ealcifies fairly rapidly, 
annular swellings may develop on the long bones and ribs, and the frae- 
tured parts may assume a deformed appearance (Fig. 3). The shorten- 
ing of the extremities occurring from multiple fractures is always only 


apparent, and the similarity with chondrodystrophie micromelia only 


Fig. 1.—Gross deformities in the extremities with apparent shortening due to heal- 
ing in malposition of neonatal fractures, 

external. Lewin and Jenkinson* write that the changes in osteogenesis 
imperfecta usually occur in the shafts of the long bones, the joints being 
uninvolved. Fractures may be numerous, which condition is rare in 
achondroplasia. There is a general decalcification of the bones, mak- 
ing it difficult to obtain a good roentgen film. In achondroplasia the 
gross changes are in the epiphyses, whereas in this condition the 
epiphyses are intact (Fig. 5). The two conditions may be associated. 

Nothing definite is known regarding the etiology of osteogenesis im- 
perfeeta. Thyrogenous causes, inflammation, trophic disturbances, 
maternal influences, ete., have been advanced, none of which is tenable. 
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The latest and most plausible theory is that of Dorland and Hubeny,* 
who believe it is due to a nutritional disturbance, permitting the oe- 
curence of fetal fractures in the absence of traumatism, brought about 
by an arrest of the deposit of lime salts in the skeletal anlage. 


HEALED 
RA STERIVE 
FRA~ CURE 
| 
| 
OGENESIS 
ay PER FECTA 
a 
a 
Fig. 2.—Multiple healed intrauterine fractures as well as recent ones, 


We desire to report the following case of osteogenesis imperfecta 
in single ovum twins, not only because it represents a perfect case 
showing multiple healed intrauterine fractures as well as recent ones, 
but also because we were fortunate enough to obtain blood calcium 


determinations on both mother and second twin. 
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Mrs. J. K., age 25, para v, colored. Four previous normal deliveries. No his- 
tory of rachitis in mother or children. Husband’s history negative. Physical ex- 
umination revealed no abnormalities. 
Patient was delivered of single ovum female twins by a colored midwife at 
9:00 A.M., Nov. 13, 1926, after being in labor nine hours. Each child was a 
a 
q 
Fig. 3.—Section through area of old united intrauterine fracture. Note the marked 
increase in connective tissue and callus formation. 
| 
Fig. 4.—Section through the epiphyseal line. There are no marked abnormalities to 
indicate either rachitic or achondroplastie changes, 
breech presentation. The midwife called for assistance from a physician, but 
before he arrived delivery was effected. Upon his arrival the physician advised 
immediate removal to the hospital. The patient was admitted to the hospital at 
12:15 P.M. 
Examination of the twins by the house physician revealed that each had multiple 
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fractures of the extremities and ribs. From the history of breech presentation and 
delivery by a midwife, it was thought best to notify the prenatal clinie of the 
Department of Health and also the police department. The midwife was im- 


mediately apprehended and stated that she made no attempt at interference during 


the delivery, each child being born spontaneously. In the meantime, roentgen 
examination revealed an osteogenesis imperfecta. The first baby died in nine hours, 
the second in fourteen hours. Blood calcium determinations showed in the mother, 
8.9 and in the second baby, 10.1 (Courtesy Dr. Siddal, Ford Hospital). The blood 
Wassermann was negative. 

Roentgen report by Dr. Birkelo, on a single roentgenogram of the entire body 
of baby No. 2. There was a fracture of nearly every bone in the upper and lower 


extremities in various stages of healing, also healed fractures of most of the ribs 


on both sides. There was a marked deformity in both femurs due to healing in 
nalposition. There was no evidence of injury to the spine. The clavieles appeared 
to have eseaped injury. The epiphyses of the tibia on both sides showed a dense 


straight line of bone deposit. 


Fig. 5.—Section through the epiphyseal tine at the periosteal border. The line is 
straight and regular. New bone deposit on the periosteal side is secant. 
Baby No. 1 had a condition nearly identical. Both clavicles appear to have 


been fractured in this case. 

Autopsy report by Dr. Amolsch of baby No. 2, showed the weight of body to 
be 1900 grams, and the weight of thymus, 12 grams, a ratio of thymus to body 
weight of 1:158. The weight of the thyroid was 5 grams, and the ratio of thyroid 
to body weight 1:360. 

There was relative shortening of the extremities. Bowing outward of the humeri, 
radii, ulnae, femore, and bowing ventrally of tibiae; shortening of the antero- 
posterior axis of the thorax; slight flattening of the head in any postural change, 
and borderline thickening at about the center of all the long bones, including the 
elavicles and ribs. Recent fractures across the shafts of most of the long bones 
generally about 0.5 centimeter from the epiphyses, in some eases at the midpoint, 
in a few at the lower third. 

The bones of the head showed very deficient ossification and calcification, small 
bony plates, fairly rigid, being present at the bases of the frontal and occipital 
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bones. The remainder of the calvarium showed only imperfect thin plates of bone 


largely membranous it 


character. fhe articulating cartilages and cartilaginous 


bones were not deformed and the epiphyses were normal. The perioste : 
um was 


grossly normal. The shafts of the long bones showed a very thin calcified cortex. 
The nodular thickenings were due to fibrous and deficient bony callus formation in 
the shaft but did not involve the periosteum. 


The first baby weighed 1750 grams, the thymus, 11.85 grams, with 


a ratio of 
thymus to body weight of 1:157. The thyroid weighed 4.85 grams, with a ratio 
of thyroid to body weight of 1:380. The distribution, type, and number of skeletal 


changes were essentially the same as in the other fetus. Body length, 42 em. 
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Spencer: Rupture and Avulsion of the Uterus at the Time of Labor. Lancet, 1925, 


The uterus or vagina may rupture spontaneously, even in cases with a normal pelvis 
and apparently normal tissues. The author has seen two such cases. 
The more common causes of rupture, however, are version in cases of shoulder 


presentation and the use of foreeps before the cervix is sufficiently dilated. Very 


little additional foree would be required in these cases to produce avulsion as well. 
Conservative treatment is stressed in the treatment of these conditions. The pa- 

tient is usually shocked and suffering from hemorrhage. Transportation of such 

individuals is almost certain to result fatally. The clots should be removed and the 


abdomen washed out with salt solution. A vaginal iodoform pack should be left in 
place for a few days and the patient kept absolutely quiet. Patients treated in this 
manner recover. This is shown by the detailed report of seven cases obtained from 


the literature and reviewed by the author. NORMAN F, MILLER. 
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CONTINUOUS ENDOBRONCHIAL ASPIRATION FOR 
PULMONARY EDEMA COMPLICATING ECLAMPSIA* 


By WituiAM FrRepERICK Moore, M.D., J. Stuart LAwraAnce, M.D., 
PHILADELPHIA, Pa. 
(From the Obstetric Department of St. Mary’s Hospital) 


ULMONARY edema has been the immediate eause of death in 

almost exactly one-third of the fatal cases of eclampsia in the 
St. Mary’s Hospital Maternity. Tweedy long ago directed attention 
to the necessity and to the value of trying to manage it and in the 
time of his Mastership an effort to do so became an integral part of 
the Rotunda Method of treating eclampsia. The Rotunda Method was 
to turn the patient from side to side every half-hour and, when needed, 
to put the patient in such a position that the nose and mouth were 
lower than the bottom of the chest. This method was partially and 
erratically successful. 

In 1924, due to the work of Moore in the bronchoscopic treatment 
of pulmonary abscess, one of us (L.) came to the conelusion that a 
precise method of managing pulmonary edema might perhaps be de- 
veloped with the aid of the bronchoscope. The idea was ecommuni- 
eated to Dr. Moore of the Bronchoscopice Clinie of Jefferson Hospital, 
who after consultation with Dr. Jackson agreed that the idea was 
perhaps feasible. Dr. Moore then set to work to devise the required 
apparatus. After considerable effort and experiment he succeeded in 
developing an apparatus which appeared to meet the need, which was 
demonstrated at St. Mary’s Hospital on the admission of the first 
available case on May 14, 1926. This case was one of extreme sever- 
ity with marked pulmonary edema. 

In devising an apparatus for continuous bronchial aspiration three 
features were essential; namely, (1) flexibility; (2) small external 
diameter; and (3) length sufficient to reach the lower parts of the 
tracheobronchial tree. 

To meet these requirements the following apparatus was devised: 
A spiral flexible tube of wound German silver wire, with a length of 
d2 em. and a diameter of 3.5 mm., with a collar at the proximal end 
for attachment to rubber tubing. The distal end terminates with 
openings on the side and end. This tube is covered with a very thin 
film of rubber by a special process, which does not materially inerease 
its diameter. A head band with an adjustable swivel joint-holder 
secures the proximal end of the tube after its emergence from the 


7 *Read (by invitation) at a meeting of the Obstetrical Society of Philadelphia, 
November 4, 1926. 
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mouth. The tube is connected with any good suction machine devel. 
oping about 10 pounds negative pressure, with which most hospitals 
are provided. 

In addition to this the Jackson adult size laryngoscope is required 
with the bite-block used in bronchoseopie work. 

The position of the patient is the same as for all bronchosecopie 
work at the Jackson Bronchosecopic Clinie; namely, dorsal recumbency 
with the angle of the seapula even with the end of the table. While 
lving on a well padded flat table the head is freely movable and a 
direct view of the larynx is attained by elevating and extending the 
head, when the laryngoscope is introduced. The assistant supporting 
the head sits on a stool to the right of the patient’s head, his left 
foot resting on a box about 14 inches in height, the left knee support- 
ing the assistant’s left hand which, being placed under the patient’s 
oeciput, elevates the head and maintains the desired degree of exten- 
sion at the oeccipitoaltoid joint. The right hand passes under the pa- 
tient’s neck, with the bite-block on the middle finger. This is inserted 
into the left side of the patient’s mouth. 

The laryngoscope is introduced and the glottis exposed. The 
flexible tube is inserted with a stiffening stilette in position and 
introduced between the vocal cords, passing into the trachea to any 
depth desired. The laryngoscope is then removed, leaving the tube 
in position. The stilette is withdrawn. The flexible tube is fixed to 
the head band and the connection with the suction apparatus com- 
pletes the preparations. The movements of the patient ean be easily 
controlled in this position, and the jaws are held apart by the bite- 
bloek. 

The flexible tube thus introduced ean be easily carried to the lower 
lobe bronchi on the right or left side. An x-ray of tube in position 
shows it well down to the dome of the diaphragm. 

In the ease being reported a tube for permanent drainage was in- 
serted, using the technie which we have outlined. This tube was 
inserted without difficulty beyond the carina. At the first insertion 
the tube was retained in position for one-half hour. At this time 
about 15 ¢.c. of frothy thick mueus was removed. There was no em- 
barrassment of respiration and the convulsions were not increased in 
severity or frequency. During a low foreeps delivery the tube was 
temporarily removed, but again inserted for fifteen minutes, at which 
latter procedure 10 ¢.c. of fluid of the same character as before was 
removed. 

Either due to the eclamptie state or the use of morphine sulphate 
during the preceding hours there was a general relaxation in this 
patient, so that the head was readily placed in position for an exposure 
of the glottis. The laryngeal reflexes were inhibited to a very marked 
degree. 
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There was no noticeable embarrassment of respiration while the 
tube was in position. In the midst of the last insertion there was a 
severe convulsion, lasting four minutes. This in no way interfered 
with the position of the tube or with breathing. The color was good 
throughout, and with the tube in position no increase in the number 
of convulsions was noted. There was no coughing either during the 
introduction or while tube was in place. 

Auseultation showed rales, coarse and bubbling, over both bases be- 
fore starting drainage. The signs were those of a rapidly ascending pul- 
monary edema. During aspiration improvement in the signs was noted 
and five hours later the rales had almost disappeared as the result of 
aspirating 25 ¢.c. of serous fluid containing many cylindrical epithe- 
lial cells, a few red and white blood cells, and alkaline in reaction. 

Forty-eight hours after aspiration the lungs were reported clear. 


CONCLUSIONS 

1. This procedure presents no unusual difficulties to one trained in 
bronchoscopic work. 

2. For such emergencies it would seem that a bronchoscopist should 
be available in an obstetri¢ service. 

3. The apparatus as described is very simple and easily transported. 

4. The ease of carrying out the method on a patient and the rapid- 
ity of the result are noteworthy. 


REPORT OF A CASE OF CARCINOMA OF FEMALE URETHRA 
By WINFIELD Scotrr Pua, M.D., New York, N. Y. 


a review of the literature shows that carcinoma arising 
actually and primarily from the female urethra is quite a rare 
disease. The reports of teachers of very great experience reveal that 
they have never seen a case. Among this group Orth, of Berlin, and 
Zeman, of Vienna, have been quoted. This becomes quite impressive 
when one realizes the enormity of the pathologie material at the 
Charité in Berlin, and at the Allegemeines Krankenhaus in Vienna. 
In view of the foregoing, all cases should be carefully reported. 

The first ease of carcinoma of the female urethra was reported by Bowin1 in 
1835. Culver? and others are, however, inclined to give precedence to the case 
published by Riberi3 in 1844. In 1805, Wassermann+ published a thesis, in 
which he collected 24 eases. In 1901, Serph5 presented reports of 30 cases. Halls, 
in 1904, collected another series. Perey?, in 1908, published a critical analysis 
of all the cases collected up to that time. He found that but 16 were undoubtedly 
of a purely urethral origin. These were the records of Von Winckel, in 1878; 
Thomas, 1887; Low, 1888; Jobert, 1852; Mme. Bovin, 1828; Hottinger, 1896; 
Reed, 1895; Vineberg, 1900; Miller, 1900; Biegel, 1901; Ehrendorfer, 1891; Gal- 
labin, 1896; M. Price, 1894; Oviatt, 1893; Ochsner, 1898, and Perey, 1898.8 
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After the report of Perey a few seattered cases made their appearance. These 
were collected by Whitehouse® in 1912. Of a total of 32 cases in this latter series, 


only 11 proved to be real urethral growths. These cases were said to be adeno- 
carcinomas originating in the periurethral glands. Between 1912 and 1921 but 
few cases appeared on the records. In 1921, O’Neill10 completed the records to 


date and added cases of his own. In 1922, cases were reported by Pomeroy and 
Milwardt!, Scholl and Braasch1!2 also published three cases in the same year. 
In 1923, cases were reported by Shaw,!* Culver and Forster.14 The more recent 
eases were reported by O’Conor5! in 1924, and by Palmerté in 1925. Venot and 


Parcelier!17 up to 1921 collected 120 cases in the medical literature. 

Young1!8 says that carcinoma of the urethra is about as frequent in women as 
in men. One of the most interesting studies of incidence is that of Enelish19, 
This author, quoted by Gurlt, stated that in 16,667 cases of tumors of 


organs, not one instance of a urethral growth was noted. 


various 


A second series showed that in 4000 autopsies, only three growths were found 


in the urethra. In 358 eases of carcinoma of traumatie origin colleeted by Lowen- 


thal20, there were two in the urethra. Benign tumors are, however, just as rare. 
Ehrendorfer21 believes that loeal inflammatory processes definitely predis- 
pose to carcinoma. <As a similar process is present as a precancerous stage in 
every other organ of the hody, we believe a like condition occurs here. Tn 


view 
of the way 


in which the female urethra is neglected, it is surprising that more 


malignant disease does not oecur. 


Gonorrheal infections attack this organ in at least SO 


per cent of gonococeus 
vaginitis, vet few are treated. Cases have been 


reported in which a_ strieture 
acted as a good site for the carcinoma. As a stricture usually locates at the 
point in which disease has been most intense, it is natural that malignant dis- 
ease should follow. 

Not a few cases have followed caruncle. This is also a natural sequence as those 
lesions are usually treated by strongly irritating substances. 


around Skene’s glands would also he 


Chronie inflammation 
a logical site for the development of car- 
cinoma. 

Halle22 has also deseribed a leucoplakia as the result of an old urethritis, which 
led to malignaney. 

A review of the reported cases shows that the majority of these growths are 
of the squamous eell variety and highly malignant. Young, however, feels that the 
hasal cell is the more common. 

The elassification as enunciated by Whitehouse has been followed by practically 
all writers since his day. 

The vulvourethral growths are practically always adenocarcinoma. Whitehouse 
believes that this growth is analogous to prostatie carcinoma in the male. It is, 
however, a question in my mind as to whether or not these vulvourethral neoplasms 
ean be regarded as true primary urethral tumors. 

These growths usually extend up along the pubie bones into the inguinal glands; 
later the deep femoral and the iliae glands are involved, 

There is really nothing particularly characteristic as to symptoms. 
Pain, urgency, and frequency are present as they are in many other 
lesions in the urinary tract. The presence of an obstruction in the ure- 
thra of a tumor should suffice to aid us in making the diagnosis. 


Syphilis, tuberculosis, and stricture can readily be ruled out. 


The diagnosis should be readily made as but few conditions might 
be confused with it. 
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CASE REPORT 


Mrs. T. G., seen in consultation with Dr. M. F. Goldberger, complained of urgency 
and frequency in passing urine, which at times was bloody. Her father died at 
the age of fifty-six of carcinoma of the stomach. Her mother died at the age of 
sixty of pneumonia. Two sisters and one brother died in childhood, 

Patient believes that aside from measles and possible diphtheria in infaney she 
has always been well. No children and no miscarriages. Venereal infection denied. 
Patient, however, admits that she had burning on urination years ago. She has also 
had an irritating leucorrheal discharge for four or five years, when she was about 
thirty or thirty five years of age. 

Her present illness began about one year ago, when she noticed a burning on 
urination. She was given various treatments without relief. The dysuria was pro- 
nounced and voiding became a difficult task. About six months ago the burning 
pain subsided somewhat, but was replaced by a difficulty in emptying the bladder; 


there was a sensation as if the urine had to be lifted over an obstacle. A slight 


Fig. 1.—Section from epithelioma. 


hematuria then appeared. This at times preceded the stream and at times followed 
it. Of late it had been almost impossible for the patient to void without the 
catheter, and this was a very painful procedure. 

The woman had evidently lost considerable weight and seemed very tired. She 
weighed 122 pounds. Abdominal examination revealed no apparent evidence of dis- 
ease. Aside from the fact that the patient had a poor appetite there were no gas- 
trointestinal symptoms. 

The urine had a very dirty appearance, and contained many flakes that were 
almost black. Reaction was fairly acid, sp. gr., 1026. Examination of sediment was 
very unsatisfactory on account of the large amount of débris. Numerous red and 
white cells were noted, however. Red cells, 4010,000; white cells, 6,000 ; hemoglobin 
SO per cent. Polynuclears, 55; lymphoeytes, 30; ecosinophiles, 1; large mononuclears, 
3. The Wassermann test was repeatedly negative. 

On vaginal palpation a round mass was found at about the mid-urethra, which 
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apparently extended entirely around this organ. On extending the finger toward 
the vesical neck, the mass seemed to lose itself before this point was reached. 
Pressure on the mass elicited great pain. On separating the labia, nothing was seen 
at the external urinary meatus. On introducing a small sound, a mass was dis- 
tinctly felt in the spindle-like dilatation at the mid-urethra. Urethroscopy with 
a strong light showed a mass which seemed to occlude almost all of the urethra at 
this point. A very small catheter, could be passed over the mass. The tumor ap- 


parently therefore, sprang from the floor of the urethra. A specimen of the growth 


removed with a Buerger forceps was found to be a squamous cell epithelioma, 


Epithelial pearls were not in evidence on the slides and a small amount of hyalin- 
ization was noted. 

It is our conviction based on extensive experience with carcinoma, 
that the prognosis in the urethral type is generally bad. However, the 
prolongation of life apparently depends somewhat on the stage which 
the cancerous process has attained. 


TREATMENT 


What procedures present themselves as possibilities in the treatment 
of this condition? Shaw informs us that the majority of eases so far 
reported have been treated by one or two surgical procedures as fol- 
lows: 

1. Total Resection of the Urethra.—tIn this operation the entire ure- 
thra and in some eases, part of the bladder base is removed. The open- 
ing in the bladder is then closed or partially closed. Permanent supra- 
pubie drainage is provided, or else a permanent vaginal fistula is left. 
Of the cases collected by Shaw, 22 were left with a vaginal fistula and 8 
with suprapubie drainage. In only 12 cases was a semblance of control 
obtained. 

The recorded results of this operation are not good, so far as recur- 
rence is concerned. Another serious drawback is a permanent open- 
ing in the bladder, either vaginal or suprapubic. This means in the 
vast majority of cases incontinence and the wearing of a urinal. 
Venot and Parcelier report 12 cases in which continence was obtained. 

2. Partial Resection of the Urethra with Retention of the Internal 
Sphincter.—This is a much less severe operation and in the majority 
of cases is not followed by incontinence. In some eases, however, 
incontinence has ultimately occurred, owing to a contraction of the 
cicatrix. There is evidently in this operation a much greater risk of 
recurrence. 

Where the inguinal glands are involved, radical removal of the 
growth with dissection of the gland area has been recommended. This, 
however, is a similar procedure to the radical treatment of carcinoma 
of the penis in the male. It is a horribly mutilating procedure, with 
but the faintest evidence of justification. 


The only alternative is radium. As yet too few cases are reported 
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as apparent cures. Shaw believes he has had two patients cured, and 
another greatly improved. 

Pomeroy and Milward report a case of primary carcinoma, which 
followed a carunele, which had existed for years. This patient was 
treated with the electrocautery and has been free from symptoms and 
sions of recurrence after one year. Their further comment is note- 
worthy, namely, that treatment of these urethral carcinomas is not 
satisfactory unless they can be diagnosed early. In certain of these 
cases excision may be performed. In the advanced cases radium 
affords the best method of treatment of the local growth. Palliation 
is all that ean be hoped for in many eases. 

The regional lymphatics should be treated by radium, x-ray, or ex- 
cision unless the primary growth is so far advanced as to make the 
possibility of a cure very remote. 

O’Conor has treated one ease with diathermy. As we have been 
associated in the treatment of a bladder carcinoma which responded 
to this method, it seems to have possibilities. 

Our case was treated by radium as follows: In accordance with 
the advice of radium experts a tube containing 50 milligrams of ra- 
dium was inserted into the urethra and left in place for twelve hours. 
There was practically no reaction after this treatment. One week 
later seeds containing 5 millicuries of radium emanation were inm- 
planted well into the growth, as follows: One at the upper, lower, and 
each lateral border and one in the center of the growth. Considerable 
pain occurred about twenty-four hours after the implantation. This 
we controlled with opiates. 

In ten days after the seed implantation was made a beginning 
sloughing was evident; in about a month this was complete. Patient 
complained of but little pain after this and stated that she felt greatly 
improved. Unfortunately this patient was spirited away from the hos- 
pital in order to avoid payment of her bill. She died three months 
later of apoplexy. 

A careful resumé of the various treatments used in carcinoma of the 
female urethra shows that most have been unsatisfactory. We also see 
marked evidence in many of these cases of a prolonged irritation, 
such as old ureteral stricture or more frequently caruncles. Most of 
the strictures and other chronic inflammatory processes are the result 
of an old gonorrhea. The female urethra is perhaps the most neg- 
lected part of the human anatomy. Caruncles are, of course, often 
recognized. If, however, they were treated at once by electrocoagu- 
lation instead of by the prolonged use of irritating chemicals, the 
patient would fare much better. 

We believe, therefore, that our successful treatment will depend to 
a great extent upon the recognition of chronic inflammatory conditions 
in the female urethra before they have reached the carcinoma stage. 
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THERAPEUTIC ABORTION BY MEANS OF THE 
ROENTGEN-RAY* 


By DorEAN D. Wyser, M.D., AND Max D. Mayer, M.D., 
New York, N. Y. 


(From the Gynecological and Radiotherapy Services of Mt. Sinai Hospital) 


BORTION by Roentgen-ray was attempted by Krause, Schmidt, and 
A Forstorling thirteen years ago. Their apparatus was inadequate, 
the treatments were given daily, and the results were disappointing. 
Archangelsky, ten years later, determined that it was easiest to produce 
an abortion in the first seven weeks of pregnancy. 

Without discussing the extensive research work performed on animals 
at the clinic of Wintz and Seitz, it should be mentioned that at their 
laboratories it was found that the ‘‘abortion dose’’ is less than the ‘‘eas- 
tration dose,’’ and that occasionally resorption of the fetus takes place. 

Ganzoni and Widmer report thirty-four patients treated by Roentgen- 
rays to produce abortion. In some an attempt was made to irradiate the 
uterus and the ovaries, in others principally the uterus, both by the one 
large field method, and the method of several small fields. The most 
successful technic was found to be the large field with the ovaries in- 
cluded. Stout patients received two fields. The procedure was ambu- 
latory, lasted from twenty to fifty days, and was divisible into a period 
up to the death of the fetus (two to four weeks); and a bleeding period 
with subsequent expulsion of the fetus, sometimes in toto if the preg- 
nancy was less than nine weeks old. If the uterus continued to grow, 


*Since this article was written, six additional successful cases have been added 
to our series. 
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they considered curettage indicated. In one case of their series permis- 
sion to do this was refused, and the child, born at term, was microcephalic 
and microphthalmie. In thirty-four cases they had four failures due to 
imperfect technic. The dose needed was about three hundred Roentgen 
units. The abortions were spontaneous. The authors recommended this 
procedure in cases im which temporary or permanent eastration was 
desirable, in addition to the termination of pregnancy. 

Our own completed eases in this preliminary series number twenty-two, 
the patients ranging in age from nineteen to forty-two years. In each 
instance there was absolute indication for therapeutie abortion after a 
most careful, exhaustive study from every angle. Many of these women 
were poor surgical or anesthetic risks. In practically all sterilization 
was the contraceptive of choice or necessity. In none was there an objec- 
tion to the institution of artificial menopause ; in some the menopause was 


conecivably of advantage. 


The typical procedure consisted in giving one to four treatments in 
the hospital. The patient was then discharged and observed at weekly 
intervals in the Out Patient Department, with instructions to return to 
the hospital with the onset of cramps or bleeding. Abortion took place 
spontaneously. The discomfort was comparatively slight and the average 
bleeding was somewhat less than in a miscarriage from other causes. 
(In several instances, however, there has been a more severe hemor- 
rhage.) Occasionally it was necessary to remove the loose protruding 
ovum from the os by a mere twist of the forceps. In from five to six 
days the patient was again discharged from the hospital, and was there- 
after observed in our Follow-Up Clinie at intervals of two to three 
months. 

The accompanying table is self-explanatory. The castration symptoms 
were not severe and were treated by mild sedatives and appropriate re- 
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assurance. All of the cases have remained amenorrheic to the present 
time; nevertheless contraceptive advice has been given these patients to 
avoid the possible danger of impregnation just prior to the reestablish. 
ment of the menstrual function, if castration should not have been com- 
plete. All the tuberculous patients have gained weight, as well as most 
of the others. A case of epilepsy showed startling improvement, the 
attacks coming on with far less frequency. 

The dosage (on our apparatus) employing approximately 90 per cent 
erythema dose to the skin, delivers about thirty per cent at the center of 
the pregnant uterus, when it is ten em. below the surface. It is difficult 
to determine when the embryo dies. The typical appearance of the ex- 
pelled products is seen in the accompanying photograph. Expulsion may 
take place anywhere from fifteen to fifty days after the treatment jis 
concluded. Pathologie examination shows degenerative changes in the 


TABLE I 
xo. 0. OF LAST DURATION | INDICATION FO! LAST 
PREG. PERIOD OF PREG. TREATMENT TREAT. 
R.B. 1673 | 1 23 11/15/25 21%4 mo. |Acute pulm. 1/16/26 
tuberculosis 
M.L.} 1720 | 4 35 11/24/25 to 3 mo.|Fibroid of 2/15/26 
uterus and 
eardiae 
R.R. | 1730 4 31 12/ 5/25 |3 to 3% mo. Spinal cord 2/20/26 
tumor 
L.C, | 1841 | 3 19 1/ 3/26 2% mo. |Cardiae and 4/ 7/26 
epilepsy 
G.W.| 1905 | 32 2/23/26 21%, mo. |Active pulm. 5/ 3/26 
tuberculosis 
A.R.| 1951 | 4 38 3/15/26 8 weeks Cardiac 5/18/26 
B.M. | 2005 37 4/ 4/26 34% mo. Fibroid of 6/19/26 
uterus, acute 
pulm. — tuber 
culosis 
C.C, | 2004 7 24 5/20/26 2 mo. Cardiae 7/10/26 
S.G. | 2099 | 4 36 6/ 3/26 6 to 8 wk. Cardiae 7/31/26 
B.S. | 2213 | 23 8/ 1/26 1% mo. Active pulm. 9/22/26 


tuberculosis 
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decidua, fibrosis of the chorionic villi, death of the embryo. Possibly 
the decidua and chorion, which are very radio-sensitive, atrophy rapidly, 
with consequent death of the embryo. This corresponds to the picture 
of distinct placental atrophy seen in animal experimentation. 

In one of our early cases, that of a stout woman, we made the mistake 
of using but one field and failed to kill the fetus. An induction of labor 
at five months was therefore necessitated. This was definitely a mistake 
in the calculation of the depth dose. An analysis of our failures shows 
the following: In one case we did not wait long enough; she probably 
would have aborted spontaneously, as we found the fetus dead and the 
placenta atrophie on curettage. In the other two cases we have no ex- 
planation to offer. It is striking, however, that the three failures oe- 
curred within the compass of ten days, during which time the radio- 
therapy department also had two failures in attempted depilation, using 
the machine for superficial therapy. 


TABLE I—ConvT’pD 


EXPULS. COND. OF CASTRATION POST. ABT. 
OF FETUS FETUS SYMPTOMS COURSE 
R.B. 2/13/26 27 days Fetus and None. ~ Uneventful Bleeding and 
membranes Cyclie cramps very 
expelled molimina slight 
separately 
M.L. 4/12/26 42 days Expelled Moderately Uneventful —— Bleeding 
complete severe hot moderate 
flushes 
R.R. Induetion of 
labor at 5 mo., 
Apr., 1926. In- 
adequate dosage 
L.C, 5/ 8/26 31 days Intact None Uneventful Little bleeding. 
Epilepsy attacks 
diminished in 
number and 
severity 
G.W. 5 23/26 20 days Complete Mild Uneventful Severe cramps 
fetus twisted and moderate 
from cerv, bleeding with the 
abortion 
A.R. 6/ 5/26 19 days Intaet 4 Occasional Uneventful Very little bleed- 


weeks old hot flushes 


ing and eramps 
and headaches 


B.M. 7/ 8/26 20 days Expelled Flushes and Uneventful Moderate bleed 
complete oceasional ing and cramps 
headaches 


C.C. 7/27/26 17 days Fetus Oceasional Uneventful Had 4 children 
intaet headaches and and 2 misear- 
hot flushes riages in rapid 
succession 

S.G. 8/20/26 3 days Intact Flushes and Uneventful Profuse bleeding 
gain of 15 before expulsion 
pounds 

B.S. 10/15/25 23 daysoyum re- None Uneventful 


Slight bleeding 2 
moved from days before 
eervix in toto abortion 
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TABLE I—Conr’p 
NAME NO. NO. OF AGI LAST DURATION INDICATION FOk LAST 
PREG. PERIOD OF PREG. TREATMENT TREAT. 
M.G. | 2273 3 $] 8/28/26 2 mo. Nephritis and 10/27/26 
enrdiag 
D.C, 5 31 8/22/26 mo. Ifvperthy- 11/17 
roidism 
A.Z, | 2083 8 40 9/13/26 } mo. Large fibroid 12/7 4/26 
prey. tubereu 
lous kidney, 
poor general 
= condition 
R.K, | «900 1 oU 10/18/26 6 to 7 wk. | Active pulm. 12/ 6/26 
tuberculosis 
M.F. | 2358 8 33 10/20/26 7 to 8 wk Cardiae 12/20/26 
LA, | 3 9/27/20 14, mo. Aeute arthritis 12/28/26 
| 
| 
L.A. | 2424 3 33 11/21/26 7 wk. Cardiac 1/ 9/27 
L.P. | 2439 4 +0) 11/14/26 2 mo. Pulm. tubereu 1/16/27 
| losis 
M.W.) 2447 } 30 11/ 7/26 6 wk. | Hyperthyroid 1/20/27 
“4 
ism, basal 
met. + 24 
E.B. | 2417 32 12, 15/26 10 wk. Chronie neph 2/ 15, 27 
ritis 2/28/27 
*Remarks: The second x-ray treatment probably played no roéle in this case as 


far as abortion is concerned. 

Our present technie includes catharsis the night before radiation, an 
The bladder is emptied at 
the time of the treatment, and a vaginal examination is made to map out 
the uterus accurately. 


enema in the morning, and a restricted dict. 
(ne to four exposures are elven on successive 
days to a suprapubie field and a sacral field, the latter given with the 
patient prone, a large pillow under her abdomen. 
ured with the Holfelder 


The total dose is meas- 
apparatus to give about 50 per cent of a skin 


erythema dose in the gravid uterus, i.e., 15 to 20 per cent above the 


‘‘amenorrhea dose.’’ 


From our as vet limited experience we qualifiedly recommend the 
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TABLE I—Conr’p 


EXPULS. S COND. OF CASTRATION POST. ABT. oe 
ate OF FETUS FETUS SYMPTOMS COURSE 
M.G. 10/28/26 1 day Expelled Severe hot Uneventful Probably a coin 
intact flushes cidence and not 
due to x-ray 
D.C. 12/ 8/26 20 days Expelled Severe 
intact 
A.Z. 12/22/26 18 days Intact None Uneventful Very slight 
bleeding and 
cramps 
R.K..1/ 3/27 28 days Intact None yet Uneventful Very little 
bleeding 
M.F. 1/26/27 36 days Intact None yet Uneventful Slight bleeding 
only 
(1.A.) 


uterus 

emptied 

2/28/27 of a 

mo. fetus 

under gen. 

anes. 

L.A. Curetted 2/28/27. There was very slight bleeding. The fetus evidently 

was dead. The uterus was only the size of a 2144 months gravidity. In all 
probability this case would have aborted spontaneously. 


L.P. 2/19/27 '32 days Fetus and None yet Uneventful |Profuse bleeding 
placenta ind marked 
passed at 5 ‘ramps 
lay interval 

M.W. 92/13/97 21 days Fetus and None vet Uneventful Moderate bleed- 
placenta at 5 ing. Placenta 
day interval which was passed 


5 days after 
fetus was quite 
fibrotic 


E.B. 3/ 1/27 14 days Intaet None yet Chills and fever 
after and hematuria 2 
first hours after first 
treat. treatment prob- 


ably not related 
to x-ray, though 
this is not ex 


cluded. 


method as a valuable addition to our gynecologic procedures if carefully 
restricted to cases in which all indications have been met, the contraindiea- 
tions considered, and where the necessary accurately tested equipment is 
available. The procedure should be considered when the necessity for 
inducing a therapeutic abortion arises in patients in whom surgical inter- 
vention is in itself dangerous, if in addition the underlying disease per- 
manently contraindicates pregnancies, and if there is at least no serious 


objection to the induction of the artificial menopause. 
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FEMALE GENITAL TUBERCULOSIS, WITILT THE REPORT OF 
AN UNUSUAL CASE* 


By V. Frrepricis, M.D... New La. 


(From the Department of Pathology, Tulane University School of Medicine) 


UBERCULOSIS of the female genitalia is manifested in two ways, as 

a truly primary disease of these structures and, more often, as a 
secondary involvement from other primary foci. A review of the 
literature indicates that there is considerable variance of opinion 
regarding the occurrence of this condition. Thus, Greenburg!’ stud- 
ied 200 cases of genital tuberculosis and estimates that from 5 to 10 
per cent of all fallopian tubes removed at operation are tuberculous, 
and that about 1 per cent of all gynecologic surgery is done for this 
cause. Williams® considers that approximately 10 per cent of all in- 
flammatory tubal disease is tuberculous in origin. Murphy® studied a 
series of 4,470 routine autopsies in which 53 cases of genital tubereu- 
losis were found, an incidence of just over 1 per cent. He states fur- 
ther that in the autopsy of 270 tuberculous women, he found 23 eases 
of tuberculosis of the genital organs. I might add that in all of these 
studies the differentiation is rarely made between primary and sece- 
ondary infections. 

It is my experience, based upon observation at the various institu- 
tions in New Orleans, that the genital structures removed in gyneco- 
logic operations reveal only a comparatively small percentage of 
tuberculous lesions, whereas it is not unusual, in women dying of 
general systemic tuberculous infection, to find at the autopsy table 
rather frequent involvement of the genital organs, especially when 
the peritoneum is tubereulous, in which ease the fallopian tubes are 
often involved also. 

There is no doubt that the fallopian tube is, of all the genital or- 
gans, the one most frequently involved in tuberculosis of the second- 
ary type. Practically all cases of genital tuberculosis occur through 
the transmission of infection from some primary focus elsewhere in 
the body, most often the lungs. 

Schlimpert4, in a series of autopsies, found that the lungs were the primary 
focus in 73 per cent. As far as I can discover from the literature, no cases have 


ever been reported in which there was a primary infection of the tubes, but in- 


*Read (by invitation) at a meeting of the New Orleans Gynecological and Obstet- 
rical Society, December 9, 1926. 
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stances are on record in which the primary lesion has healed after the infection 
has spread through the blood stream to the tubes. 

Kustner> states that in tubal tuberculosis the mucosa of the uterus is involved 
in 50 per cent of the cases, probably as the result of a descending infection, and 
adds, as most authorities believe, that hysterectomy is indicated whenever there 
is any Clinically suggestive uterine pathology. Graves® believes that tuberculosis 
is usually confined to the tubes and endometrium and is only rarely found in- 
volving the vagina, cervix, and myometrium; he supports his belief by animal ex- 
periments wherein tubercle bacilli deposited upon the vaginal surface produced 
no lesions, whereas tuberculous infeetions promptly resulted when they were placed 
in the horns of the uterus. Tuberculosis of the vagina is rare, being found usually 
in children and manifesting itself by irregular uleerations. The rarity of tuber- 
eulous infections of the cervix is due to the resistance offered by its stratified 
pavement epithelium and a'so to the bactericidal action of the endocervical seere- 
tions. Tuberculosis of the ovary is probably never primary, and in the rare in- 
stances in which it is found it is usually secondary to a tubal infection, though a 
few eases have been reported in which the disease evidently originated from a 


primary focus in the lungs. 


The following case represents, the most extensive Mmstanece of tuber- 
culous involvement of the genital organs that I have ever eneoun- 
tered: 


Mrs. M. N., colored, aged twenty-two, was admitted to Charity Hospital, April 
12, 1926, and died April 19, 1926. Her principal complaint on admission was 
pain in the legs and inability to walk. In February of the same year she had 
given birth in the hospital to a full-term child, which died two weeks later, al- 
though her labor was apparently normal in every respect. A month after delivery 
she began to have fever, associated with extreme weakness and severe pains in 
the legs. There was no complaint of pain elsewhere in the body, her bowe's were 
regular and her appetite good; there was some frequency of urination, but no 
pain or burning. Her previous history was largely irrelevant; her menstruation 
had always been regular and normal, and had not returned since her pregnancy. 
She had been married nine years, and had had one previous pregnancy, two and 
a half years before, which was apparently normal. 

Physical examination on admission showed a poorly nourished woman of toxie 
appearance, evidently very weak, sweating freely. The thorax was poorly de- 
veloped and there were exaggerated breath sounds, more marked on the left; fine 
mucous and sibilant rales could be heard bilaterally, more marked on the upper 
left side, but no dullness could be made out. The heart was rapid and weak, but 
no murmurs were heard. Vaginal examination showed a profuse, greenish dis- 
eharge, with a very foul odor; the cervix was soft and gaping, but no masses 
eould be made out, and there was no pain and tenderness either on vaginal or 
abdominal palpation. 

Her temperature was the typical septie one, onee reaching 105° and twice 
reaching 104°F. Pulse and respiration were always rapid, and she had several 
chills. There was oceasionally slight vaginal bleeding, and the discharge already 
deseribed continued until death. 

At autopsy the diagnosis was made only after microscopic study. A condensed 
report of the findings follows: 

The parietal and visceral peritoneum were smooth and glistening, and the 
blood vessels on both surfaces were markedly congested, Posteriorly, the parietal 
peritoneum was studded with small, white, smooth nodules, measuring approxi- 
mately 3 to 4 mm. The omentum was well developed, contained a large amount 


of fat, and its blood vessels were congested. The appendix was retroceeal and 
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measured 4.5 em. The intestines were free from adhesions. There was a smal] 
amount of straw-colored fluid in the cavity. The mesentery lymph nodes were 
slightly enlarged, and the blood vessels were somewhat congested. The liver was 


adherent on its anterior, posterior, and lateral surface 


L 


Both right and left sides of the chest plate presented a few fibrous tags. The 


right cavity contained a slight amount of ar, straw-colored fluid. There were 
adhesions on the costal, mediastinal, and apical surfaces of the right lune, but the 
left showed no abnormality. 

The coronary vessels were congested and there was a postmortem clot in the 
pulmonary artery. The heart weighed 225 grams, presented a moderate amount of 
pericardial fat, and was soft and flabby, but the walls were not friable and there 
were no lesions on any of the valves. 

There were numerous small miliary lesions on the outer surface of the right 
lung and an old healed fibrous area on the costal surface of the upper lobe. A 


slight fibrinous exudate was present on the costal, mediastinal, and apical surfaces, 
and the hilar lymph nodes were enlarged. The lower lobe was purplish, doughy, 
and erepitant, and on seetion, mottled, seattered, reddish gray areas were present, 
which yielded a frothy material on compression. The upper lobe was pinkish-gray, 
mottled, voluminous,and erepitant. Throughout both lobes, there were numerous 
pin head, pearl-gray nodules present. The upper lobe of the left lung was prae- 
tically negative, but the lower lobe was a dark, purplish-red color, doughy and 
crepitant, and on section revealed a frothy material, especially on compression. 

Both liver and spleen were enlarged, soft, and flabby. The vessels of the live 
were congested and its entire outer surface was studded with yellowish nodules, 
varying in size from 2 mm. to 1 em. The larger ones had a bizarre shape, raised 
slightly above the surface, and rather firm; on section they dipped slightly into 
the liver tissue and were well defined. 

The sigmoid and rectum were markedly adhered to the uterus. 

The right kidney weighed 170 grams and the left 200 grams. They were enlarged, 
soft, and flabby. The subcapsular blood vessels were markedly congested. The 
capsules p eled away rea lily. On section the general outline was lost. The cortex 
and medulla were greatly decreased in size and the pelvis was dilated and filled 
with purulent material, the contiguous pyramidal portion being in part destroyed. 
The cortical blood vessels were congested. The ureter and its opening were dilated 
to the size of a little finger; purulent material escaped. Both kidneys showed 
the same gross findings. 

The bladder was distended, the wall was thinned out, and the inner surface 
was covered with a slight exudate. 

30th fallopian tubes were greatly increased in size. The blood vessels on the 
outer surface were congested, and ganer nous, particularly on the left side. On 
section the tube was found filled with a purulent material. Both ovaries were 
apparently normal except that the blood vessels on the outer surface were con 


gested. The vault of the vagina contained a purulent exud: 


The cervix was 


gaping, enlarged, and soft; its outer surface was necrotic, and the blood vessels 
were congested. The surface was nodular and irregular and covered with a cheesy 
material. The epitheial lining was broken and there were many ulcerated areas 
present. The uterus was soft, bogey, and slightly enlarged. A few small whitish 
lesions, about the size of a pinhead were found on the extermal surface. On see- 
tion a complete necrosis involved the endometrium and myometrium, and the cavity 
was lined with a cheesy material. The surface was nodular and of a papillary 
appearance. 
Otherwise the autopsy findings were entirely negatiy 


Microscopic study: The heart showed evidence of brown atrophy. The lungs 


revealed numerous miliary tubercles and some econelemerate tubercles, and easea 
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on was present. The sp'een showed marked congestion and ome degenerative 


ver showed 


changes and was studded throughout with miliary tubercles. The ] 


numerous miliary and some eonglomerate tubereles and pres nted a cveneral aspect 


ef tuberculoma. There was much congestion and there were many degenerative 
changes. The kidneys showed evidence of acute inflammation and the blood ves- 
sels were markedly congested. The ovaries showed an occasional miliary tubercle 
and a slight infiltration of polymorphonuclear neutrophiles. The tubes showed 


an acute suppurative salpingitis with a marked studding of miliary tubereles and 
some conglomerate tubercles. The uterus was the most extensively involved of the 
genital organs, miliary and conglomerate tubercles and ecaseation being found 
throughout the entire structure. Associated with the tuberculous infection was a 
marked acute inflammation with abscess formation 

A survey of this case shows that the patient had evidently had a 
long-standing tubereulous infection of the lungs, which, after the 
delivery of her child, flared up and spread throughout the entire body. 
The female genitalia presented the most unusual feature of the ease, 
it being quite uncommon to see such an extensive involvement of these 
organs and especially of the uterus. It is quite apparent that the 
physiologic changes of pregnaney played some part in this involve- 
ment, for in addition to the tubereulous invasion there was an assoei- 
ated acute inflammation of pathogenic origin. The gross findings at 
autopsy left the diagnosis still in doubt, for while the acute infection 
was evident, the papillary outgrowths in the uterine body and the 
peculiar lesions upon the outer surface of the liver suggested malig- 
naney, so that the aetual diagnosis was only made after microscopic 
study of the sections. 

A brief review of the general pathology of tuberculosis of the fe- 
male genitalia brings out certain important considerations. Beeause 
of the covering of modified skin, tubereulous affections of the vulva 
and adjacent structures reveal the same general characteristies as 
tuberculosis of the cutaneous surfaces elsewhere in the body. In 
these areas the predisposing causes are moisture, heat, and friction, 
as well as local anatomie conditions and the presence of irritating dis- 
charges. The lesions are either ulcerative or hypertrophic, the former 
being most common, and they may be single or multiple, and of vary- 
ing size. Tuberculosis of these structures is rare, but when it does 
occur, it may involve the perineum, vagina, and adjacent areas. In 
the ulcerative variety the initial lesion may be only a small swelling, 
which later enlarges, and then softens and breaks down, leaving an 
open, irregular, neerotie ulcer, whose base is soft to the touch and 
whose edges are raised and bleed easily; later connective tissue in- 
creases and the feel of the ulcer becomes firm. There are always asso- 
clated edema and swelling in the adjacent areas. In the hypertrophie 
variety tumor-like masses are present, and usually the labia are in- 
volved. The lesions are firm and are often covered with thick, wrin- 


kled skin, so that they are sometimes mistaken for carcinoma, sar- 
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coma, or even true elephantiasis. Both labia may be attacked, but the 
involvement is usually unilateral. 

Tuberculosis of the vagina is ordinarily secondary, and the lesions 
are of the ulcerative, the hypertrophic, and the miliary variety, the 
ulcerative being the most common, and resembling the ulcerative 
tuberculosis of the vulva. It might be added that a single ulcer may 
become so large as to involve the entire vaginal floor. The hypertro- 
phie form is usually the result of extension from the cervix. The 
mucosa presents a papillary appearance, is more or less friable and 
necrotic, and is the source of a foul discharge. In the miliary type 
the entire vaginal surface is studded with small, grayish, discrete ele- 
vations and the mucosa is reddened, thickened, and swollen. 

Four distinet forms of tuberculosis of the cervix are found, the ul- 
cerative, the papillary, the interstitial, and the miliary; of these the 
ulcerative variety is probably the most frequent, although all types 
tend to become ulcerative in the later stages, and frequently the diag- 
nosis of malignancy is made on the gross appearance. The disease 
may originate either in the portio vaginalis or in the cervical canal. 
The ulcers are usually soft and undermined, with necrotie bases and 
only slightly elevated margins, and many minute discrete tubercles 
may be found seattered over the ulcer floor and on the surface of adja- 
cent structures. As a rule the uterine body is not involved. 

The papillary variety most often originates from the vaginal sur- 
face of the cervix, appearing as a ecauliflower-like outgrowth of red- 
dish or brownish color, with necrotic areas on its surface; the dis- 
charge is free. At times firm, smooth, nodular, dome-like elevations 
may be present, sometimes associated with papillary outgrowths, 
though as the disease progresses these masses tend to undergo necrosis 
and ulceration. 

In the interstitial variety the process begins in the substanee of the 
cervix, causing a slight nodular swelling in one lip of the organ; 
later this swelling increases in size and finally breaks down, leaving 
an opening either on the portio or in the canal, which becomes pro- 
gressively larger as more and more tissue disintegrates, until finally 
a large, crater-like cavity is formed. 

In the miliary variety the cervix is enlarged and over the surface, 
which is glistening and reddened, small greyish or yellowish discrete 
elevations are found. Later ulceration may occur and the disease 
may spread into the cervical canal, with resulting pyometra, or into 
the vagina. When the cervical canal is blocked, the uterus becomes 
larger and softer, and the discharge is lessened; tubercle bacilli have 
been demonstrated frequently in smears from this area. 

Except for the fallopian tubes, the endometrium of the uterine cor- 
pus is the most frequent site of tuberculous lesions, although ordina- 
rily the involvement is secondary, usually to tuberculosis of the tubes. 


FRIEDRICIIS : FEMALE GENITAL TUBERCULOSIS 


The uterus is usually enlarged, but gross damage is not always appar- 
ent. and microscopic study is frequently necessary to establish the 
diagnosis. At times, however, the endometrium may be studded with 
minute tubercles which are grossly apparent, and the mucosa may be 
swollen and hyperemic. This is the miliary variety. In the caseous 
type the disease is more marked; on section the myometrium is thick- 
ened and presents evidence of chronic inflammation. The entire eav- 
ity may be filled with a yellowish, cheesy material, and macroscopic 
tubercles may be found. The most marked changes are usually found 
near the tubal opening, and we have already pointed out that involve- 
ment of the cervix is rare. 

Tuberculosis of the tubes may show itself as perisalpingitis, sal- 
pingitis, pyosalpingitis, or hydrosalpingitis. In perisalpingitis only 
the serosa is involved, and small miliary tubercles are usually pres- 
ent on the outer surface. In salpingitis the mucosa is first involved, 
and from here the infection may spread, so that it eventually involves 
all the coats. When the tube is opened a cheesy material is present, 
and small tubercles may be found along the inner coat. If the lumen 
of the tube is closed, pyosalpinx may result, in whieh ease the tube on 
section may be found to contain a large amount of caseous material, 
with necrosis of the various coats. In hydrosalpingitis the tubal wall 
is thinned, the tube is increased in size, and clear, yellowish fluid is 
found when it is opened. In this variety the disease is usually inactive. 

The ovary seems to possess a well-defined resistance to the tubercle 
bacilli and its actual involvement in a tuberculous invasion is rare. 
At times tuberculous perioophoritis may be found, the result of a 
general tuberculous peritonitis, and occasionally caseous areas may 
be found, although it is generally believed that these are the result 
of hematogenous infection rather than of infection by continuity. 
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PELVIC INFECTIONS: AN ANALYSIS OF 550 OPERATED 
CASES WITIL SPECIAL REFERENCE TO TILE SEDI- 
MENTATION TEST IN 100 GYNECOLOGIC CASES 


By Wa. T. Buack, M.D., F.A.C.S., Mempuis, TENN. 


(From the Di pa tment of Gynecoloaqy, University of Tenne ee Coltege of Medicine 


{ieee paper presents an analysis of the last five hundred and fifty 
cases of pelvic infections which | have operated upon and of 
which I have complete records. Reference will also be made to one 
hundred cases in which the sedimentation test has been employed. 
In this report both the acute and chronie types of infection are 
included; however, the majority were subacute or an acute exacerba- 
tion of a chronie infection when operated upon. There is a difference 
of opinion among authorities as to the proper time to operate in pelvie 
infections. Some advocate operating in the acute stage, while others 
prefer delay. Acute puerperal infection is best treated symptomat- 
ically. The curette and intrauterine invasion by any agent are irrepre- 
hensible. Conservative treatment may save many lives. It may, 
however, become necessary in a few weeks or months to operate on 
those left with pathologie lesions. It is safer to postpone operation 
as long as consistent, in streptococcus infections. Over 80 per cent 
of the cases reported in this series were attributable to a neisserian 
infection. 

Acute gonorrheal salpingitis should be treated expectantly and not 
operated upon unless the disease fails to clear up due to complications. 
Desperate cases with general peritonitis were drained through the ab- 
domen. Pelvie abscesses pointing in Douglas’ pouch were drained 
through the vagina; the patients were not operated upon immediately, 
as suggested by Warrall, unless convalescence failed to take place 
In such cases a laparotomy was performed; otherwise, the patient was 
advised to return for observation and told of the possibility of a future 
operation becoming necessary. 

A number of such cases have been followed for several years. One 
patient has since borne a child, and others have been apparently well. 
If operated upon during the acute stage, organs will be sacrificed that 
might be saved by conservative treatment. A low mortality does not 
justify one in operating in the acute stage. A lower mortality and 
the conservation of organs will be the reward if the acute condition 


has subsided. 


*Read at a meeting of the Southern Surgical Association, Biloxi, Miss., December 
14, 1926. 
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When a wrong diagnosis of acute appendicitis has been made, and 
the abdomen opened in acute gonorrheal salpingitis, the tubes have 
heen left alone with gratifying results. One occasionally encounters 
the above condition in young girls in whom one does not suspect such 
an infection. The abdomen should be closed in such eases without 
operative interference. Complications may develop that may necessi- 
tate a subsequent operative interference, but such has not been my 
experience. Many tubes are being saved at present in subacute and 
chronic conditions that were formerly removed. This conservation is 
made possible by the introduction of air, by way of the uterine cavity 
while operating, which will in many instances prove the ostium ab- 
dominale open. Such tubes were formerly removed. 

The acute cases in this group have not been operated upon, with 
few exceptions, until the temperature has been normal from seven to 
ten days, the blood count having dropped and the elinieal picture seems 
to justify interference. The sedimentation time has also been em- 
ployed and watched with a great deal of interest and satisfaction in 
the more recent cases to which I shall refer later. Occasionally the 
temperature, the blood count, or sedimentation time fails to subside 
(especially is this the case in tuboovarian abscesses). In such eases, 
if the indications point to a low grade infection, the mass loealized, and 
no cellulitis present, the abdomen soft, the facial expression one of 
well-being, then I do not wait for a normal temperature or blood 
picture before operating. In the preparation of an acute or an exacer- 
bation of a chronie case for operation in this series the usual sympto- 
matic treatment has been followed. The Fowler position, the regula- 
tion of the diet and bowels, anodynes for pain, ice bags when the tem- 
perature is up, and hot applications when the temperature is down or 
when cold is objectionable to the patient. Vaccines and serums were 
formerly used with no apparent results. Mercurochrome has been used 
in severe cases of blood stream infection with occasionally good re- 
sults. In the majority of cases, however, where mereurochrome was 
used the results were disappointing. Sweet milk injections have been 
used in vver one hundred cases. At times there is a good reaction from 
its use and, I believe, good results, but as a rule the results are not 
what one desires. Sweet milk injeetions used in those cases that are 
not improving, or have severe infections, stimulate leucocytosis, in- 
crease the antibodies and help cell proliferation. Aiding nature by 
compelling complete rest and symptomatie treatment is the best and 
usually the only necessary preoperative treatment. One must, by his 
own experience, make his own deductions in each case as to whether 
the patient will be better off with or without an operation. I believe 
harmful reactions will result in a number of acute cases if left too 
long, vet sufficient time must elapse for the conservative forces of 


nature to exert themselves. Conservatism in acute cases should be our 
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motto, but a morbidity or a mortality should not result from an over. 
enthusiastic adherence to a motto. Patients with an acute exacerba- 
tion of a chronie condition should be subjected to a laparotomy just 
as soon as the symptoms permit. Chronic masses and retroverted, fixed 
uteri with pelvic adhesions, are always operative. 


The following is an analysis of five hundred and fifty operated cases. 


Panhysterectomy 
Supravaginal hysterectomy 157 
Double salpingectomy 403 
Unilateral salpingectomy 
Double oophorectomy -183 
Total deaths —- 12, Mortality--- 2.01% 
Mortality in last 450 cases : 133% 
Deaths in first 6, Mortality_-_- 6% 
Deaths in second 100 l, 1% 
Deaths in third 100 2% 
Deaths in fourth 100 2% 
Deaths in last 173 0.05% 


It was surprising from the above analysis to find that there were as 
many deaths in the first one hundred cases as there were in the last 
four hundred and fifty cases. Drainage was often used in the first 
one hundred cases, but has decreased in each one hundred eases sinee, 
and at present drainage is rarely ever used, except vaginal drainage 
for large pelvie abscesses pointing in Douglas’ culdesae, or for general 
peritonitis. We have found the sedimentation test of value as an aid 
in determining the time to operate and as a prognostic sign in gyne- 
ecologic conditions, especially pelvic infections. Table I shows the re- 
lationship between the blood count, the temperature, and the sedimen- 
tation time in one hundred patients. Linzenmeier, Friedlander, Baer, 
Reis and others claim that it is unsafe to operate if the sedimentation 
test is under sixty minutes. We found in most of the patients operated 
upon, that the sedimentation time was under sixty minutes but opera- 
tions were performed where the sedimentation time was as low as ten 
minutes. In a few of the cases the operation was imperative, e.g., 
twisted pedicle of a cystadenoma. Twenty-three patients were oper- 
ated upon in whom the sedimentation time was below thirty minutes. 
No deaths occurred, but if more attention had been paid to the sedi- 
mentation time, less operative and postoperative anxiety would have 
been felt. Twelve of these twenty-three patients had tuboovarian 
abscesses with an average sedimentation time of twenty-nine minutes. 
There were seven pregnant patients not operated upon, four over four 
months and three under four months—the latter with an average 
sedimentation time of thirty-five minutes. Two were complicated 
with malaria and gave a sedimentation time of twelve minutes. Three 
gynecologic cases (since this report) with malaria gave a fast sedi- 
mentation time. 


The following is a report of sedimentation tests made upon one hun- 
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dred patients admitted to the gynecologic service of the Baptist Me- 
morial Hospital, Memphis, Tenn. These patients have been placed in 
three groups: those in whom the sedimentation time was under thirty 
minutes; those in whom it was from thirty to sixty minutes; and those 
in whom it was over sixty minutes. There were forty-nine blood ex- 
aminations with an average total white count of 11,072, with the sedi- 
mentation time under thirty minutes, twenty-four examinations with a 
total white count of 8,391, with the sedimentation time from thirty to 
sixty minutes, and forty-two examinations with an average total white 


eount of 7,235, with a sedimentation time above sixty minutes. 


REPORT OF SPECTAL CASES 


Case 4.—The sedimentation time in this ease was much quicker than the blood 
count or temperature indicated; the blood count was inereased, but not in comparison 
with the sedimentation time of fifteen minutes. On the following day the temperature 
was 100° F. after a pelvie examination. Tere, as in nearly all of this group of 
eases, sufficient time was given for the temperature and blood count to remain normal 


several days before operating. 


CASE 22.—The sedimentation time was seven to twenty minutes. Temperature 99°, 
the highest for several days. White cells, 5,900 to 10,000. This ease was found to 
be much more acute than the leucocyte count and temperature would indicate. It 
was almost inoperable, or at least I wished it had been postponed. The sedimenta 


tion time here was by far the best signal to consider. 


CASE 32.—This case deserves mention because of a sixteen minute sedimentation 


time while the temperature and leucocyte count were about normal. Large pelvic 


abscess was drained vaginally. No abdominal operation. 


CASE 34.—Tuboovarian abscess. Temperature normal, white cells 10,500, sedimen 
tation time seventeen, twenty-seven, and twenty-six minutes, the latter of greater 


worth as to true condition. 


CASE 42.—Laceration of perineum and a eystoeele, gave a sedimentation time of 
twenty minutes. Temperature 99.5°, white cell count only 5,800. X-ray and physical 
findings revealed tuberculosis of the lungs. The sedimentation time is said by ob- 


servers to be of special value in tuberculosis. 


CASE 71.—A cystadenoma the size of a seven months’ pregnancy, was twisted four 
times and gangrenous. The patient was also five months’ pregnant. Sedimentation 
time was twenty-nine minutes, which was due undoubtedly to the gangrenous tumor 


and not to the pregnancy. 


CASE 76.—Five months’ pregnant with a normal temperature and leucocyte count 
of 19,000. Sedimentation time was thirty-five minutes. Suggestive of the value of 
the sedimentation test in pregnaney. 

CASE 77.—A chronic appendix was removed. The uterus was four and a half 
months’ pregnant. Sedimentation time was forty minutes. Temperature and leuco- 
cyte count normal. Suggestion of value in pregnaney. Patient was delivered in 
March, 1926. Operated upon after delivery for laceration of cervix and perineum. 
Temperature and leucocyte normal. Sedimentation time was two hours and fifteen 
minutes. 


CASES 74 and 80.—Ruptured ectopic gestation. Gave a much quicker sedimenta- 


tion time than the temperature or leucocyte count would indicate (twenty and sixteen 
minutes). 
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CASE 95.—The sedimentation times were quick, nineteen, twenty-four, thirty-five 
and twelve minutes, after the temperature had subsided for several days. Leueocytes 
were low in comparison. A very difficult case from which to obtain safe results, 


CASE 100.—Confined two months previous to entering the hospital. Soon after 


confinement she noticed a mass in abdomen, the size of an adult head, hard and 
firmly fixed in the right iliac region. It was believed to be an osteosarcoma. X-ray 
proved the supposition wrong. Operation revealed a hard infiltrated mass with a 
small quantity of pus in the center. In this case only once did the temperature reach 
99° during several days before operation. The white cell count, 6600, with polys, 72 
per cent. The sedimentation time was entirely out of comparison with temperature 
and leucocyte count (fifteen and twenty-two minutes). The severity of the ease at 
the time of operation was in keeping with the sedimentation time and not with the 
temperature and leucocyte count. 

Summary.—Uneomplicated acute neisserian salpingitis should not be 
operated upon. Cases of acute puerperal infection are best treated 
symptomatically, unless drainage is indicated. Patients with acute ex- 
acerbation of a chronie pelvic infection should be operated upon after 
the temperature has remained normal for a few days and the leucoeyte 
count and sedimentation time coincide. Pelvie abscesses should be 
drained vaginally, but not laparotomized until sufficient time has elapsea 
to show that the condition will not clear up. Chronic pelvie infections 
with symptoms and masses should be operated. Where the tempera- 
ture and blood findings fail to reach normal after a sufficient time has 
elapsed, where the abdomen is flabby, the mass localized and the 
physical findings warrant, surgical interference is indicated. 

It is difficult to evaluate the sedimentation test in so small a group of 
cases, yet one will be impressed with the sensitiveness of the test. 
While I do not believe the test should supercede the blood count, it is 
a valuable adjunct. In eases of doubt as to operability, where there is 
a quick sedimentation time, one will act wisely to delay, or hurry if 
operation is inevitable. It is of value in making a differential diag- 
nosis between advanced pregnancy and simple tumors, or between an 
unruptured tubal pregnaney and a tuboovarian infection. In elimi- 
nating infections anywhere in the body it should prove of assistance. 
One can at least determine positively the absence of infection if the 
sedimentation time is over one hundred and twenty minutes. While 
at times I have noticed a variance in the temperature, leucocyte count, 
and sedimentation time, yet upon further study the sedimentation 
time could usually be substantiated. The cases of advanced normal 
pregnancies were suggestive examples of the value of the test. In 
some cases a quick sedimentation time will assist in determining an 
emergency operation, e.g., suspected twisted pedicle of an ovarian cyst. 
It is a splendid check-up diagnostic and prognostic sign in doubtful 
eases. While sixty minutes is very comforting to the operator, I have 
not found it necessary to wait for a sedimentation time of sixty min- 
utes to operate with safety. While there were no deaths in this series, 


CARTER: CARE OF BREAST DURING PREGNANCY 81 
it is undoubtedly safer to wait for the sedimentation time to be above 
thirty minutes. The sedimentation time is of material assistance in 
determining the time to operate and the prognosis in pelvie infections. 
Frequent tests should be made to obtain the best information. 
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631-5 MEDICAL ARTS BUILDING. 


THE CARE OF THE BREAST AND ITS COMPLICATIONS 
DURING PREGNANCY* 
By Puiuires J. Carter, M.D., NEw OrLEANS, La. 


REAST affections which oceur during pregnancy and the lactation 
period play an important role in prenatal and postnatal care. It 
is essential to the welfare of the infant that the breasts be made a 
safe storehouse for its future maintenance, and to achieve this, routine 
observation during the prenatal period as well as proper instruction 
for the lactation period is necessary. It is at this time that compli- 
cations are prone to arise, but most of them, as is well known, ean 
be guarded against by scrupulous care and attention to minute details 
of treatment. I might say that the purpose of this paper is not to 
consider abnormal pathology which is preexistent in the breasts; it 
purposes to deal only with the normal gland and the complications 
to which it is subject. 

During the prenatal period, such procedures as massage, oiling, the 
application of various medicaments, bandaging, the wearing of tight 
brassieres and tight corsets, are to be condemned without qualification. 
The breasts should be let entirely alone unless some emergency arises 


*Read at a meeting of the New Orleans Gynecological and Obstetrical Society, 
December 9, 1926. 
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which definitely indicates treatment. Interference causes abnormal 
hypertrophy and hyperplasia of the breast structures and actually 
destroys the glandular elements. A normal breast needs no treatment 
during pregnancy, and it needs very little treatment after delivery 
beyond cleansing of the nipples with a borie acid solution and protee- 
tion against pressure. 

Sagging of the breasts, hard masses, abraded, fissured or cracked 
nipples, and inverted nipples constitute the most frequent affections 
of the breast during the pregnant and lying-in periods. <A slight sag- 
ging of the breasts during the antepartum period is a frequent oceur- 
rence and seldom requires treatment, since it is due to the weight 
resulting from hypertrophy of the interstitial and glandular strue- 
tures. Cracked and fissured nipples should be handled exaetly as 
when they occur postpartum. Early in pregnancy nipples frequently 
seem small and markedly depressed or inverted, but in the average 
case, aS pregnancy advanees, these characteristics are lost and they 
become normal, elevated nipples. This is not true, however, of de- 
pressions which appear late, with the advent of structural changes, 
and unless treatment is instituted, the breasts may be rendered useless 
for nursing, since premature drying up of the milk flow will result. 
Treatment should therefore be begun about six weeks before the date 
of the expected confinement and continued until the flow of milk is 
established. The base of the nipple is grasped between the thumb and 
fingers, the structures being massaged with a sort of pulling motion 
from base to apex, and, in my experience, the daily use of this simple 
measure usually produces excellent results. 

The postpartum breast, on the other hand, is a frequent source of 
trouble, since its increased turgescence and hyperemia, its venous and 
lvmphatie stasis, and its lobular hypertrophy and canalicular dilata- 
tion make it an easily accessible gland for bacterial invasion. It is 
at this stage that daily observation and strict attention to minor de- 
tails will avoid complieations which may render the breasts unfit for 
use. As we have already said, the prophylactie treatment of the nurs- 
ing breast is purely expectant, cleanliness, support, and careful obser- 
vation being the fundamental principles. 

At this stage the most frequent complications are abrasions and 
fissures of the nipples, and engorged, caked, and abscessed breasts. 
Simple engorged breasts frequently resemble caked breasts, but palpa- 
tion readily differentiates the condition. It is caused by venous and 
lymphatie stasis and may be a premonitory symptom of the true caked 
breast, or even of a beginning abscess. It usually takes care of itself, 
since it appears at the time the full flow of milk is being established 
and is relieved by regular nursing of the infant. 

When undue engorgement occurs, accompanied by sagging of the 


breast with cake formation, the nipples should be promptly investi- 
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vated and any erack or fissure immediately treated, since infection 
usually enters through this route. Frequent borie acid dressings, the 
silver nitrate stick and similar measures prove effective in most cases. 
One treatment which has given me almost uniformly good results is 
the application of a 2 per cent resorcin ointment to the nipples, to re- 
main continuously except during nursings. It is both healing and 
soothing, and it seems also to have a definite antiseptie action. The 
ointment is put on freely, in the form of a thick poultice, is wiped 
off with borie acid solution just before nursing, and is reapplied 
immediately at the conclusion of the act. The nipple shield of the 
elass base type is always used when the nipple is the seat of any dis- 
turbance, and its use is continued until the condition has entirely 
cleared up. 

When caking takes place, which is easily recognized by the hard, 
painful and more or less regular outline, the treatment is primarily 
one of posture, to restore the whole gland to its normal anatomie posi- 
tion. The direct causative factor here is the bending of the lacterif- 
erous ducts with its consequent effect upon the venous and lymphatie 
supply. Slings, adhesive plasters, and light binders are all of value, 
but unless they are very carefully applied the entire purpose of the 
treatment may be defeated. Support by binders has in my hands 
given particularly satisfactory results. <A piece of linen 12 inches 
wide and long enough to encirele the chest completely is so placed 
that no pressure is exerted upon the breasts, which are lifted by 
this support in an upward and inward direction and pushed closely 
together towards the median line, which is the ideal anatomic posi- 
tion. Cotton is placed at the sides and underneath and between 
the breasts, and the binder is pulled rather tightly and anchored in 
place. The top is left open, so that any necessary treatment can be 
carried on without disturbing the dressings. 

If postural treatment does not clear up the condition, hot stupes 
and ice bags are resorted to. The stupes are applied every three or 
four hours, the ice bag remaining in place the rest of the time. When 
this is associated with nipple trouble, the baby should not be per- 
mitted to nurse; when softening of the cake has resulted, the breast 
should be pumped—the only time such a procedure should be per- 
mitted—and the milk thus obtained thrown away. 

If results do not follow from these measures, a breast abscess may 
form. When infection is evident and the cardinal symptoms of 
breast abscess are present, vigorous treatment may abort the trouble, 
even at this stage. Hot stupes are applied hourly for at least a 
twenty-four-hour period, alternating with applications of lead and 
opium and the ice cap. If marked improvement results, these meas- 
ures are continued, but if improvement is not evident, or if the con- 


dition seems aggravated, surgical treatment is resorted to. An in- 
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cision is made from the nipple to the base through the area of the 
infected gland, the gloved finger is introduced, and all partitions are 
broken down and pus pockets evacuated. Firm pressure must be 
used during this procedure, because the peculiar, sponge-like structure 
of the breast gland permits areas of pus formation to burrow quite far 
away from the original focus. The entire opening is then packed 
tightly with iodoform gauze and covered with oiled silk, after whieh 
a firm, tight bandage is applied. The outer dressings may require 
daily changing, but the pack is left in place for five or six days, until 
all pain and fever have subsided. At the end of this time the original 
pack is removed and a light iodoform pack substituted for it, in order 
that healing may take place slowly from the bottom. Daily dressings 
are now instituted until complete healing is accomplished. 
1010 PERE MARQUETTE BUILDING. 


(For discussion, see page 106, 


THE PROPER EVALUATION OF TILE OBSTETRIC CASE? 


By Wautrer Epmonp Levy, B.Sc., M.D., F.A.CUS., New Orveans, La. 


(From the Department of Obstetrics of Touro Infirmary and Tulane Unive rsity) 


penises has but recently come to the fore as a specialty, to 
be respected as such by the profession and the laity alike, and if 
obstetricians are to maintain and inerease this well earned recogni- 
tion and prestige, every effort must be made to justify this implicitly 
placed confidence. 

And how, the question is naturally asked, are we to attain this end? 
I should answer this simply: By treating each woman as an individ- 
ual and not as one of a group in which she is placed by the common 
symptoms of pregnancy. It is unfortunately true that we are prone 
to accept each new patient as “‘ just one more confinement ecase,’’ and 
in the rush of our daily routine we seldom stop to individualize the 
woman, to classify her, as it were, not only medically but sociolog- 
ically and psychically as well. It is along these lines that I am going 
to present a plea to you and I hope by concrete illustrations to prove 
my ease. Furthermore, my remarks will be directed to inelude not 
only patients in private practice but in dispensary practice as well, 
for it is particularly in the latter group that much constructive work 
remains to be done. 

The sociologie aspect of the pregnant woman is particularly to be 
stressed, for the mother is literally the hub of the home. Around her 
revolves the entire scheme of family life, and if for some reason she 
is inadvertently removed from this sphere, the entire sociologie strue- 


*Read at a meeting of the New Orleans Gynecological and Obstetrical Society, 
December 9, 1926. 
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ture collapses. Therefore, a sociologic survey of a given case should 
include not only a financial study, but a study of the actual home. 
The environment of the pregnant woman, the amount of manual la- 
bor expected of her, the number of her other children and their ages, 
the character of her nourishment,—these and similar details are all 
important links in the chain, and after studying them, it is our duty 
to advise our patients wherein possible corrections may be made. 
Many conditions, of course, we cannot rectify, but certain of them can 
easily be changed by mere suggestions, and in other instances the aid 
of various social agencies may be solicited. 

[am not an extreme advocate of birth control, but I firmly believe 
that pregnancies which follow each other at close intervals are unde- 
sirable in any walk of life and particularly among the poor, where 
this is unfortunately very often the case. In order properly to pro- 
create, in order properly to rear those children whom she has already 
borne, in order best to protect her own health and vitality, the aver- 
age woman should be advised to permit at least a two or three year 
interval to elapse between her pregnancies. 

Similarly, along educational lines, every phase of pregnancy should 
be explained to the patient. She should be given advice regarding 
her diet, her intervals of rest, her exercise, her body hygiene and 
other points which are frequently ignored by the obstetrician in his 
instructions to his patient because, strictly speaking, they are not 
true medical considerations of pregnancy. In the private case, this 
instruction is individual; in dispensary practice, it is best handled in 
prenatal classes. 

It is a well known fact that pregnancy exerts a most profound 
influence upon the nervous system of the parturient. She is more or 
less anxious and extremely impressionable. In view of our knowledge 
of these facts, it is our duty so to shape the course of her pregnancy 
as to keep the expectant mother happy and contented, and as free 
from care and worry as possible. Melancholia and depression are 
among the most common manifestations, and, sensing such symptoms in 
the patient, we should make every effort to arrive at the cause. Her 
fullest confidence must be won, so that she will speak freely and with 
every confidence to the physician. Frequently lack of congeniality in 
the marital state is the basis of the trouble. Frequently some trivial 
condition is grossly exaggerated and is at the bottom of considerable 
mental unrest. Obstetrics in recent years has been admitted to be a 
branch of preventive medicine, and, by analogy, the application of 
mental hygiene during pregnancy is most decidedly in order. 

There are, however, many cases with mental features during preg- 
nancy which are beyond the seope of the average obstetrician, and 
in these cases I advocate a complete psychoanalysis by a competent 


psychiatrist, though in nearly all the psychoses of pregnancy I believe 


the 
are 
be 

ure 

far 

ich 

lire 

itil 

nal 

ler 

A. 

y) 

to 

if 

| 

n 

e 

dl 

r 

t 


d6 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


that the condition is the exacerbation of a preexisting constitutional 


trouble and that possible toxemias and infections are not the funda- 


mental but the exciting causes. The following case will perhaps illus- 
trate my point: 

Mrs. I., a constitutionally inferior type of patient, showed various manifesta 
pregnant. During the 
riod her actions were frequently peculiar and elthough 


tions of abnormality even before she became carrving pe 
he ‘ orf. 
ner Jabor was a perfectly 

enough to upset her balane 


developed what our psychiatrist diagnosed as a true dementia precox. After four 


or five months of treatment she apparently recovered fully, but we impressed upon 


normal one, the slight added strain was *, and she 


her husband the importance of making her surroundings agreeable and we also 
advised against another pregnancy. This latter advice was disregarded; she eon- 
ceived, and at intervals during this carrying period she was quite violent. She 
had hallucinations of persecution, and during one spell she even broke into the 
nurses’ home at Touro Infirmary and demanded that their radio be destroyed, as 


s over the air. After this delivery sl 


it was sending her message she was sent to 


il 


a mental hospital, from which she was discharged in six months, again apparently 


the perils of another pregnancy, and 
is now in the State Insane Asylum, where 
she is regarded as an incurable case; her children are in a 


cured. Again we warned her husband of 
again our advice was disregarded. She 


1 orphanage, and an- 
other home is disrupted. 


The unmarried mother also warrants our careful consideration. 
These unfortunate women are rarely met with in private practice, for 
illicit means of escape from the dilemma are usually open to women 
in the financial status of the private case, but this is not true in dis- 
pensary practice. At the Touro Clinie we have from six to eight such 
cases a year among our white patients, and, of course, many times that 
number among our colored patients, for here in the South the rate 
of illegitimacy is relatively high. 

Is the illegitimate mother to be regarded as a bad woman and let 


alone at that? Most certainly not. It is my custom, as soon as such 


a patient comes to me, to bring in the psychiatrist, and the result of 
these routine examinations has been to show that in nearly every 
instance there is retarded mental development, the average being a 
mind of eleven or twelve years. There is in these women, contrary to 
the popular belief, no excessive sex drive, but rather a lack of inhibi- 
tion in general. This information should be discussed with the patient 
as simply as possible, but it should be diseussed in detail with the 
more intelligent members ofthe family, so that due precautions may 
be taken for the future. 

The medical aspect, which I have purposely considered last, should 
not be confined to the purely obstetric phases of the case. It should 
include also a complete physical examination, and such laboratory 
aids, x-ray, blood chemistry, basal metabolism, ete., as seem warranted 
in each ease. Thyroid enlargement, for instance, should not be as- 
sumed to be a mere concomitant of pregnancy, but must be studied 


and considered as potentially toxic until it is proved otherwise. sep- 


| 
| 


FREED: REPORT OF CASE OF VAGITUS UTERINUS 87 


tic foci in the teeth, tonsils, sinuses, ete., may have some bearing upon 
the ultimate development of pyelitis, postpartum infection, or even, 
as some authorities believe, the toxemias. The thorough examination 
of the chest may reveal an unsuspected heart or lung lesion, which 
will change the entire clinical aspect of the case and readily differ- 
entiate it from ‘‘just another confinement case.”’ 

The average obstetric case is considerably more than that. It is 
potentially a powder magazine of complications which is only wait- 
ing to be set off by the unwary or the untrained aeccoucheur. And 
unless obstetricians properly evaluate each ease along the general 
lines which I have suggested, we cannot hope to attain what Bourne 
has set before us as an ideal: ‘‘It is the chief part of the office of 
obstetrics to ensure that when a woman has a child, she should emerge 
from the ordeal in as good a state of health as before pregnancy be- 
van, not incapacitated for her new responsibilities by an acquired 
physical weakness, but fit and able to carry out the vitally important 
duties of motherhood.’’ 
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REPORT OF A CASE OF VAGITUS UTERINUS* 


By FrepertcK FREED, M.D., New York Crry 


RS. E. A., aged thirty, Ameriean, para ii, entered the Fifth Avenue Hospital, 
M January 4, 1926, in labor. Her first labor nine years ago, was prolonged 
and resulted in an instrumental delivery of a 2670 gm. living child. Three years 
ago she was operated upon, the cervix uteri amputated, the pelvic floor repaired, 
and the uterine round ligaments shortened. 

Patient had an uneventful prenatal period and labor began with the rupture 
of the membranes at 1 A.M. on the date of admission to the Hospital, 282 days 
after the first day of her last menstrual period. Uterine contractions were irreg- 
ular and infrequent during the first ten hours, but with the aid of hot enemas 
and frequent change of position of the patient they became stronger and occurred 
at four and three minute intervals. A pelvie examination made fourteen hours 
after the onset of labor revealed a fairly marked cystoce'e and a reetocele; a 
cicatricial rim of the cervix four and one-half fingers’ dilated; the head in the 
right occipitoposterior position, not fully engaged, but descending with each con- 
traction. The head was apparently held back by the remaining cervix, although 
there was a slight contraction of the pelvis in the anteroposterior diameter. Under 
rectal analgesia the patient was allowed to go two hours longer, the contractions 
continuing during this period. 

The relaxed anterior vaginal wall prolapsed each time the patient had a bearing 
down pain. Air was distinctly heard to enter when the hand was introduced 
into the vagina. Two or three minutes later the child cried while still in the 
uterus so loudly that it was heard by another physician and a nurse in the de- 


livery room at the time, and also by two physicians and a nurse in an adjoining 
_ *Presented at a meeting of the Section on Obstetrics and Gynecology, Academy 
of Medicine, May 25, 1926. 
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room. Immediate examination of the fetal heart showed it to be distinet, regular 
and 120 beats to the minute. Under ether, delivery was immediately carried out 


by manual rotation of the occiput and forceps extraction. <A fairly easy delivery 


was accomplished in about eight minutes after the crying had first been heard. 


While the head was being delivered the child cried several times. The eord was 


coiled around the neck and there was only a moderate amount of mucus in its 


throat. The child was of good color and not asphyxiated. The placental stage 


was uneventful. The child was a male, weighed 8570 gm.; length 51 em. He 


Was discharged with his mother in good condition fourteen days later, when he 


weighed 3700 gm. 

The moaning or crying of the fetus in utero, the so-called vagitus 
uterinus, was known in the time of Philip le Goust (1650). It was first 
described by J. B. von Fischer in 1730 and has been many times authen- 
tically reported since. In reviewing sixty-five reported cases it was 
shown the phenomenon occurred when operative procedure was being 
attempted, or a careless and rough vaginal examination had_ been 
made, excepting in three instances where the cause was due to face 
presentation. 

For vagitus uterinus to occur it is necessary that the fetal mem- 
branes be ruptured in order that air may gain access to the uterus, 
and there must be at least a single inspiratory effort on the part of 
the child. In all the reported cases the membranes had ruptured pre- 
vious to the examination and opportunity for air to enter into the 
uterus was afforded. The stimulus which reaches the larynx refiexly 
may be produced by the handling of the child in carrying out some 
manipulation while attempting delivery, or the cool air itself within 
the uterus may act as a stimulus and cause the child to react with a ery, 
as normally after birth. Also pressure on the umbilical cord will in- 
crease the carbon dioxide content of the fetal blood and likewise stimu- 
late respiratory efforts. 

The prognosis for the child is good if the placental circulation is not 
more than temporarily interfered with. The danger comes from 
aspirating fluid into the lungs and producing asphyxiation or a later 
pneumonia. As the reported cases show that this seldom occurs, it 
is likely that the forcible expirations expel the inspired fluid and 
mucus from the large bronchi before it gets down into the alveoli of 
the lungs. No doubt many cases of asphyxia result where respiratory 
efforts follow attempts at delivery and, where no air is present, fluid 
enters the lungs, causing stillbirth. The inspired air may actually 
stimulate the child and for a short time support it when it would 
otherwise be asphyxiated. Rapin, in 1899, recommended the intro- 
duction of air into the uterus with a syringe to prevent asphyxiation 
in the case of breech presentation or prolapse of the cord, and he 
reported cases where the procedure was successful. In some cases in 
the literature only a few minutes intervened between the ery and the 
delivery of a living child, in others hours and even days passed. In 
the case of Wilhelm Briill the child is said to have cried in utero for 
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three hours; Flatau heard the erying as often as the prolapsed um- 
hilical cord in placenta previa was compressed by the fingers; in F. 
Frazer’s case the child cried as soon as the head was compressed by 
forceps. In C. M. Harrison’s case, after an unsuccessful attempt 
at forceps delivery in the home, where repeated intrauterine crying 
was heard, the patient was taken to a hospital and a live baby de- 
livered by cesarean section. In Stoeckel’s collection of fifty-eight 
eases only eight infants were stillborn and nearly all these deaths were 
directly the results of operations. 

Vagitus uterinus followed by the birth of a live vigorous baby is 
not at all inconsistent with our present knowledge. It is remarkable 
that the phenomenon does not occur more often. 


59 EAST FIFTY-FOURTH STREET. 


THE FLUCTUATION IN BLOOD SUGAR DURING ECLAMPSIA, 
AND ITS RELATION TO THE CONVULSIONS. 
I. A PRELIMINARY REPORT 


By Titus, M.D., Paut Dopps, M.D., anp E. W. Wiuuerts, M.D. 
PirtspurGH, Pa. 
(From the Department of Obstetrics and Gynecology, St. Margaret Memorial 
Hospital) 


HE treatment of pregnancy toxemias by high carbonate feedings 

and intravenous injection of hypertonic glucose solution, as pre- 
viously reported,* is based on the theory that they are due to a 
carbohydrate deficiency and a resulting disturbance in carbohydrate 
metabolism. The favorable results which have been obtained by this 
treatment have stimulated us to further research in order to establish 
this, if possible, on definite scientific grounds. 

We are now convinced that the views generally held regarding cer- 
tain important blood chemistry changes in eclampsia are incorrect; 
moreover we are now prepared to furnish proof in a preliminary report: 
(1) that a disturbance in carbohydrate metabolism in eclampsia ae- 
tually exists, (2) that contrary to the general opinion, hyperglycemia 
is not characteristic of eclampsia, but (3) that eclamptie convulsions 
are directly related to and the result of hv poglycemie levels during 


the course of this disease. 
BLOOD-SUGAR VALUES IN ECLAMPSIA 


Having observed in earlier studies that certain of our eclamptie pa- 
tients showed low instead of the high blood-sugar values which we had 
been taught to expect, and associating this observation with the carbo. 


*All references to the subject will be contained in the completed article. 
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hydrate deficiency theory, we conceived the idea that there might } 


ye 
fluctuations in blood sugar during eclampsia. Hypoglycemia from 


insulin overdosage as well as from experimental surgical extirpation 
of the liver causes convulsions strikingly like those of eclampsia, and 
it is common knowledge that physiologic increases in blood-suear 
values follow any muscular aetivity. 

In spite of the constant reiteration that hyperglycemia is character. 
istic of eclampsia, we reasoned that convulsions should be preceded 
by hypoglycemie levels, and that in response to such convulsions there 
should be a rise in blood sugar until such time as the reserve glycogen 
stores were exhausted. 

It was simple enough to reason thus, but in order to obtain speei- 
mens of blood before a convulsion it was necessary to take long and 
tedious series of separate specimens collected at stipulated intervals. 
This has been done and from them curves have been plotted. These 
are to be presented in the complete report, but in the meantime the 


very significant general findings and conclusions should be outlined. 


INITIAL BLOOD-SUGAR LEVELS IN A SERIES OF ECLAMPTICS 


Despite the fact that practically all of these patients had been given 
at least one dose of morphine before being sent to the hospital (accord- 
ing to Stander this increases blood sugar), only three of the eleven 


of blocd. Three are found between 100 and 125 me. (being 100, 105, 


cases studied show an initial sugar reading above 125 me. per 100 ee. 


and 12 mg. respectively) while the remaining five were all below 90, 


one even being at the low level of 55 me. 


FLUCTUATIONS IN BLOOD SUGAR DURING ECLAMPSIA 


AND TIIEIR SIGNIFICANCE 


by taking frequent blood-sugar readings wide fluctuations were read- 
ily demonstrated, the variations being encountered in surprisingly short 
intervals of time. For example, such differences as 50 to 80 mg. or 
more of sugar were common and repeated occurrences in time inter- 
vals of only a few minutes (110 mg. change in fifteen minutes time in 
one extreme instance). 

It is now possible for us to say from a study of these eurves that 
eclamptie convulsions are, as a general rule, preceded by definite and 
sudden drops in blood-sugar values which may vary all the way from 
10 or 15 mg. to as much as 80 mg. Exceptionally such decreases were 
not followed by convulsions, but the rule was so definite that we believe 
a convulsion was threatened at each of these lowered points. 

We had expected to find a sharp rise in blood sugar following each 
convulsion, and over a considerable period of this research our efforts 
were bent mainly toward obtaining specimens directly before a con- 


vulsion or just as it began, and within a minute or two after the 
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seizure. In this way a number of cases were practically lost for study, 
because the most important findings representative of the entire case 
were to be developed from the more constant blood-sugar readings and 
the eurve plotted therefrom. 

Following a convulsion the patient usually has a more or less tempo- 
rary rise in blood sugar, undoubtedly the effect of the enormous mus- 
eular activity of the convulsion itself. The physiologic response of 
the liver to any muscular activity is to throw out glycogen from its 
reserve stores, and blood sugar is thereby immediately increased. 
There is in eclampsia, however, a constant tendeney toward remissions 
to lower levels so that the general trend of the sugar content of the 
blood was found to be steadily downward, this being due without doubt 
to a steady exhaustion of the liver’s glycogen reserve. 

It was to be foreseen that several factors would influence or affect 
the level at which blood sugar is to be found at the beginning of the 
study of an eclamptic. Some of these are (1) the general state of the 
patient’s nourishment before the attack, (2) the number of convulsions 
which had already oceurred, (3) the severity of her convulsions, and 
(+) the rapidity with which they recurred. In addition it is true that 
any sudden physical exertion will temporarily increase blood sugar, and 
that in eclamptics there are added two other factors having the same 
effect, according to Stander*; namely, temporary periods of moderate 
asphyxia plus the morphine which is customarily administered quite 
promptly in the routine treatment of these patients. It is surprising, 
therefore, that we found a glycemia above 125 mg. in only three of our 
cases. 

It is not surprising, however, that various investigators have been 
misled to believe and advance the dictum that hyperglycemia is the 
rule in eclampsia, whereas we interpret it as being merely an inei- 
dental and temporary effect of these factors mentioned. The prevail- 
ing view at the present time is probably due to the fact that only one 
or two specimens are ordinarily taken in a more or less perfunctory 
way during the course of an attack of eclampsia (usually following a 
convulsion) and the sugar levels found in these considered as repre- 
sentative of the entire case, and also of the disease. 

Reserving our discussion of the causes of this phenomenon for the 
completed paper, we can in this preliminary report make the statement 
that in eclampsia the convulsions are usually preceded by periods of 
relative hypoglycemia. 


EXPLANATION OF THE TERM ‘‘ RELATIVE HYPOGLYCEMIA’? 

It is a fact that a blood-sugar level of 140 mg. per 100 ¢.c. may be 
considered a relative hypoglycemia when it had been 175 mg. only 
twenty minutes before, and 222 mg. thirty minutes before that. Like- 


wise a fall from 152 me. to 117 me. 


n an interval of only twenty 
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minutes is to be characterized as a sudden relative hypoglycemia. 
These are examples which are to be presented later in our charts. In 
another case there occurred a fall from 89 to 54 mg. within a period of 
fifteen minutes, and in this instance a convulsion would seem to be 
the thing to expect as a natural sequence of events. It took place 
promptly at this point. 

We have made serial blood-sugar readings in normal pregnant 
women near term for control, and find that they show no such varia- 
tions as are seen in eclampties. 

Based on general experience with insulin overdosage, both experi- 
mental and clinical, the tendency is to think of hypoglycemic symp- 
toms (nervousness, tremor, twitching, and convulsions) as oceurring 
only at or below the level of 70 mg. of sugar per 100 e¢.c. of blood, 
or thereabouts. 

MacLeod makes an interesting observation in this connection, how- 
ever, which has a bearing on our studies. He says in effect that the level 
at which hypoglycemic symptoms follow insulin administration may 
depend not so much on any absolute level of blood sugar as it does 
on the rapidity with which that level is reached. In other words, 
blood sugar might even be reduced to 45 mg. or less without convul- 
sions if the administration of the insulin is gradual and this level 
slowly attained, whereas convulsions can easily be produeed at 75 
or 80 mg. or even higher levels, if this point is produced quickly 
enough by sudden large, or frequently repeated smaller doses of insulin. 


THE USE OF INSULIN IN PREGNANCY TOXEMIAS IN THE LIGHT 
OF PRESENT FINDINGS 

The constant stand taken by one of us (Titus) in opposition to the 
use of insulin with glucose as recommended by Thalhimer and others, 
for these and any other nondiabetic toxemias with acidosis is strongly 
fortified by these findings. Moreover, it has recently been shown 
that glucose injections themselves stimulate the endogenous insulin 
production in patients whose pancreas is not diseased (nondiabeties). 

It is now possible to depreeate even more strongly than before 
the suggestion of Stander and Dunean who have said that because of 
the constaney with which they found hyperglycemia in eclampsia one 
should take this for granted if laboratory facilities are lacking and 
the patient in eclamptie coma, and administer insulin. We have al- 
ways maintained that glucose is the patient’s greatest need and our 
opinion in this respect is now amply confirmed, as well as our opinion 
that insulin in these intoxications is unnecessary and may even be 
dangerous. Insulin therapy in the light of our present findings will be 
discussed more in detail in our completed report to be published later. 

Due precautions have been taken in the laboratory work to elimi- 


nate all possible sources of error. In certain of our earlier cases 
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calcium oxalate was used as the anticoagulant and in these series if 
the examinations could not be made at once the blood was precipi- 
tated, the filtrate prepared immediately and only then held for later 
examination. Since that time we have invariably used sodium fluoride 
and thymol, which combination prevents deterioration of blood-sugar 
values. As the serial readings were made new standards were pre- 


pared for every six specimens. 
CONCLUSIONS 


1. Evidence is now offered to demonstrate that in eclampsia the dis- 
turbance in carbohydrate metabolism, heretofore assumed, actually 
exists. 

2. This disturbed metabolism is apparently the result of the ecarbo- 
hydrate deficiency in pregnancy which we have previously postulated. 

3. Contrary to the general opinion, hyperglycemia is not character- 
istie of eclampsia. 

4. Serial blood-sugar readings during an attack of eclampsia show 
wide fluctuations in exceedingly short intervals of time. Similar series 
in normal pregnant women near term show no such variations. 

5. The convulsive seizures occur at levels which we have designated 
as ‘‘relative hypoglycemia,’’ and are caused by the sudden drops in 
blood sugar now being reported. In this respect eclamptie convulsions 
are comparable to those of insulin hypoglycemia. 

6. Following a convulsion there is usually a temporary rise in blood 
sugar, the usual physiologic response of the liver to muscular activity. 

7. There exists a tendency toward remissions to lower levels so that 
the general trend of the sugar content of the blood in eclampsia is down- 
ward, obviously the effect of exhaustion of reserve glycogen stores in 
the liver. 

8. With the view that the convulsions of eclampsia are to be desig- 
nated as a hypoglycemie reaction or manifestation, the use of insulin 
either with or without glucose in the treatment of this disease is un- 
necessary and contraindicated. 

9. Intravenous injections of hypertonie glucose solution, as orig- 
inally recommended by one of us on the assumption of a glycogen de- 
ficiency, now has a definite basis for its proved therapeutic value. 
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Society Transactions 


THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS, AND ABDOMINAL SURGEONS* 


THIRTY-NINTH ANNUAL MEETING 
CHICAGO, ILL., SEPT. 20, 21, 28, 1926 


Tuesday, Sept. 21, 1926 


Afternoon Session 


(Continued from the June issue.) 


Dr. AsA BARNES Davis, New York City, read a paper entitled, The 
Ruptured Uterus. (For original article see Volume XIII, page 522.) 


DISCUSSION 

DR. IRVING W. POTTER, Burrato, N. Y.—There is no doubt that an in 
complete rupture occurs more often than we realize. We know comparatively little 
about the muscular layers of the organ and how thin the lower uterine segment 
gets. Rupture of the lower, middle segment occurs quite frequently and is not 
recognized. Spontaneous rupture in eases of dystocia and from an extension up- 
ward of the laceration of the cervix is of quite common occurrence. 

The use of pituitrin with the child in the uterus, it seems to me, should be con 
cemned at every opportunity. 

As to the rupture following a cesarean section, it seems to me that we shall 
have that kind of a rupture to deal with as long as we operate on the uterus, 
because we do not know what muscle sear will do. Another thing we do not know 
yet is just exactly how to suture the uterus. I used interrupted sutures for a long 
time, but now I am using continuous sutures because I think I do Jess damage 
to the tissues in that way and get a better apposition of the edges and also a 
better sear. 

The prognosis for the mother in that type of case that ruptures is, in my 
experience, not so bad. The babies usually die. The mothers recover if the 
placenta is not detached at the time of rupture, and if there is not much hemorrhage. 

There is another type of case. At the time of operation it may be found that 
the patient has a fibroid tumor or some condition which a subsequent pregnancy 
will make dangerous. If the uterus can be removed I think that is the thing to do. 
If not, perhaps the patient can be sterilized by resection of the tubes. If neither 
ean be done, then she should be brought back for a second operation afterward 


in order to avoid the danger of a subsequent pregnancy in such a condition. 


DR. A. J. SKEEL, CLEVELAND, On10.—I have always thought it was practical 
to divide the cases into those that occur during pregnancy and those that oceur 
during labor. The latter could be again subdivided into the spontaneous and the 
operative. Those that oceur during pregnaney have frequently had a_ previous 
cesarean or a previous injury to the uterus; but not always. I had one fatal case 

*For lack of space it has been found necessary to curtail these discussions. They 


are to be published in full in the current volume of the Transactions of the Associa- 
tion, where the papers referred to by title merely, may also be found. 
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of complete rupture of the uterus in an interstitial pregnancy occurring in the sixth 
month. Since cesarean section has been so frequent, however, rupture of the cesarean 
scar has come to be well known to all of us. Of these I have had two, both in 
young women, in their second pregnancies, each having had one classical cesarean. 

The point I want to bring out emphatically is the difficulty of diagnosis because 
of the mild symptoms. One cannot assume that there has been no rupture because 


the patient does not present symptoms of shock, 


DR. M. A. TATE, CrncinNAtI, OnI0.—A most important question arises: Is 
rupture of the uterus more frequent since pituitrin is used? I have seen no statistics 
along that line. The case reported by Dr. Potter is, of course, one in which pituitrin 
should not have been used. Has Dr. Davis seen any cases of rupture of the uterus 
where pituitrin was given in two or three minim doses, repeated say in a half 
hour, and then no more pituitrin given? I use pituitrin after the os is fully dilated 
in selected cases and have never had an untoward result, but I never use more than 


a two minim dose and then repeat that only once, simply to get a little stimulation. 


DR. A. J. RONGY, New York, N. Y.—Spontaneous rupture of the uterus during 
pregnaney or during the early part of labor is always associated with some 
pathologie condition of the uterine wall. This point was well illustrated in two 
of my patients; in one the rupture took place in the fourth month and in the 
other at full term before labor had begun. In both instances the uterine wall was 
attenuated at the point of rupture, the entire muscular coat practically having been 
destroyed. 

Traumatie rupture of the uterus is a preventable condition, and if physicians are 
educated not to interfere during labor before the cervix is fully dilated, this accident 
will be avoided in most eases. 

The cesarean sear is something entirely different, inasmuch as in such cases we 
know that we are dealing with a scarred uterus and no undue strain must be allowed 
to take place in such patients. All patients who have been cesareanized should be 
delivered at a hospital, and if they are allowed to labor they must. be watched very 
carefully. Very often the sear of the uterus can be felt through the abdomen, and 
if it shows any signs of thinning, the patient should be delivered immediately. 

The use of pituitrin in obstetrics is as yet not clearly understood by the medical 
profession. The general practitioner, at present, uses pituitrin during Jabor when 
it is distinctly contraindicated. The use of pituitrin in primiparae during labor, 
before the cervix is fully dilated, or when there is a malposition, very often leads 
to disastrous results both for mother and baby. 

I believe it is time this Association should take up the subject of pituitrin during 
labor in a systematie and orderly way, so that it will enable the general medical 
profession to get a proper idea of when and how this drug should be used. Oc- 
easional papers by obstetricians on the subject of pituitrin in obstetrics somehow or 
other have failed to impress upon the mind of the general practitioner its dangers 
when not used properly. 

DR. H. A. DAVIDSON, Lovwisvitte, Ky.—I have one ease on record of in- 
complete rupture of the uterus where pituitrin was given in 1% e.c. doses. The 
Woman had a septie infection which ran along for several weeks. Hysterectomy was 
finally done because at the operation we found the uterus was ruptured in three 
places, up to the peritoneum but not through it, and an infection had travelled 
through the ruptured uterus. The woman eventually recovered. 

DR. JAMES A. HARRAR, New York Crry.—I found in Dr. Davis’ series of 
eases that the majority of ruptures occurred in old multiparae, very few in 
primiparae, and most of those in primiparae were cases of placenta previa where 
some violent method of delivery was employed. 


| 
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A word also as to incomplete rupture. We u ually handle these with gauze 
packing, sometimes suturing them from below as far up as we can reach. Some 
however, were opened up abdominally, i.e., the incomplete type, where the peritoneum 


is not torn through. Two were opened up and closed again without hysterectomy 
Incomplete rupture sometimes needs to be treated by hystereetomy 


In one case a large retroperitoneal hematoma went almost up to the liver. 


and they died. 


Among the ruptures of the cesarean sear, we had two eases at the Lying-In 
Hospital (of New York) that ruptured spontaneously in the seventh month of their 


subsequent pregnancy. I do not care how well the uterine wound is sutured, if 
the placenta is attached over the old scar it may work through. We find chorionic 
One reason why the low-flap scar does not 


rupture more frequently is that the placenta is normally attached in the upper 


villi under the old sear in some cases. 


uterine segment and rarely over the lower cervical sear in the sueceeding pregnaney, 

Rupture of the uterus is always a calamity and brings reproach on the man who 
is watching the case. The symptoms of impending rupture are of greatest import- 
ance and are to be watched for when, with active pains, the presenting part fails 
to continue its advance. There is usually continuous abdominal pain between the 
contractions, and especially tenderness of the whole lower abdomen. Where rupture 
is impending, the patient’s abdomen is so tender that the small parts cannot be 
felt. The ascending contracting ring which is usually ob!ique may be felt, and 
is higher on the side where the rupture is going to occur. In an impending rupture, 
delivery should be proceeded with promptly. It is proper to do craniotomy if the 
baby is dead, and an extraperitoneal cesarean or a low-flap operation if the baby 
is living and uninjured. 

DR. B. L. SULZBACHER, Kansas City, Mo.—In 72 eases of cesarean section 
we have never done a low operation for the reason that we have been so uniformly 
successful with the classical operation. Of this number, nine have since been 
delivered normally. None of these, however, at the first section were due to any 
osseous deformity. They were either due to advanced kidney disease, some cardiac 
disease, eclampsia, or placenta previa. They were not allowed to go into severe 


labor ‘before the second cesarean was done. 


We believe that the success of these nine eases that were delivered after the 
first cesarean was due to the method of closing the wound. 


It may seem improper 
that we close 


the wounds without touching the endometrium or the mucosa at all. 
A eatgut stitch was used only from the serous surface to the endometrium and back 
again in figure of eight. Having this well secured, the serosa was likewise sutured 
with an inturning suture, and between that, three large mattress sutures, depending, 
of course, upon the size of the sear. In several of these patients who have had a 
second operation, we were practically unable to find the sear of the first one. We 
felt for tender or soft places along the uterus and did not find any. 

DR. DAVIS (closing).—Mueh of this discussion has turned upon pituitrin. | 
am aware that I differ from many concerning the use of this agent, and I am still 
ready to be convinced that I am wrong. But, for the past ten years I have taught 
and practiced, and inereasing experience confirms my conviction that pituitrin 
has no place in obstetrie practice until after the uterus has been emptied, and then 
only in very rare instances where the uterus is re!axed, and in the presence of 
dangerous hemorrhage. We sometimes meet such eases during cesarean operation 
and have an excellent opportunity to note the action of this agent. Within three or 
four minutes from the time of its injection the uterine wall thickens and the 
muscles of the uterus close down on bleeding vessels; the serous covering becomes 
pallid and wrinkled. We have also noted that if the operation is prolonged the in- 


fluence of pituitrin quickly wears off. It should be reenforeed by ergot. We have 


ow 
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had no experience with small repeated doses of pituitrin. In cesarean operations 
it is our routine custom to give ergot, injected deeply into a muscle, just prior to 
starting anesthesia. 

In reply to the question as to how much pituitrin was used in the cases reported: 
in practically every emergency case admitted to the hospital with ruptured uterus 
we obtained a history of its having been used. Just how much and how often I 
do not know. In the cases wholly under the eare of the hospital it was not used. 
When rupture of the uterus is threatening, Bandl’s ring has formed, the lower 
uterine segment is thinned almost to the tearing point, and very often the cervix 
is caught between the symphysis and the presenting part. In the presence of such 
conditions I cannot believe that it is safe or advisable to employ an agent which 
will suddenly and forcibly increase the strain upon tissues already about to tear. 
Nor can I think it is a good thing for general use in obstetrics. It is not desirable 
to overstimulate the uterus to secure rapid and forcible dilatation of the cervix. We 
shall have fewer cases of laceration followed by endocervicitis if we will be more 
conservative in the first stages of labor. Rupture of the uterus in pregnancies 
subsequent to cesarean section has been alluded to. To some extent such accidents 
are bound to oceur until we find some better technic than we now employ. If it 
means that a lower incision will accomplish this, let us employ it. In 1925, we 
delivered 196 cases by cesarean section in the Lying-In Hospital, and 190 eases 
the year before, this being between 3 and 4 per cent of the total number of 
deliveries. The question has been asked: ‘‘How many times shall a patient be 
subjected to cesarean section before she is sterilized?’’ I do not know. I have one 
patient who has been delivered in this way seven times, and two who have had 
cesarean operations.six times each. Probably several hundred others have had three 
or four such operations. One patient had had three living children by this method. 
She appeared in the hospital for her fourth delivery. All of the other children 
had died. The fourth child was delivered by cesarean section and she was not 
sterilized. 


Pror. L. FRAENKEL, Breslau, Germany, a guest, presented a film illus- 
trating his paper on Ventrofixation of the Vagina for Procidentia. 
(For original article see Volume XIII, page 757.) 


Third Day—Wednesday, September 22, 1926 


Morning Scssion 


Drs. Foster 8S. AND Barton E. Haminron (Guest), Boston, 
Mass., presented a paper on Observaticns on Heart Disease Compli- 
cating Pregnancy. (See Volume XIII, page 535.) 

DISCUSSION 

DR. PAUL T. HARPER, ALBANy, N. Y.—This paper emphasizes the inestimable 
value of prenatal eare where pregnancy and eardiae disease are associated. 

A question that appeals to me as being of intense practical value is: what are 
the premonitory signs of threatened myocardial failure, and what has therapy to 
offer in this particular type of case? 

DR. GRANDISON ROYSTON, Sr. Louis, Mo.—The thing that should direet our 
attention to the fact that we may have a possible cardiae case is the accelerated 


pulse rate on moderate exercise. In such a patient with symptoms which we cannot 
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explain, a consultation with a cardiologist is of value. In our hospital we have made 
it a practice since 1914 of having every patient watched by the cardiologist as well 
as by the obstetrician. We digitalize the patient before delivery where we think 
it should be done. 

I feel that any patient who has had a decompensation should be advised against 
becoming pregnant. Also where decompensation occurs during pregnancy, the patient 
should be kept in the hospital until the termination of the pregnancy. We feel 
that the amelioration of pain should be carried out as much as possible. During 
these fourteen years we have treated every cardiae patient that we have had with 
morphine-hyoscine from the time that contractions become uncomfortable, and de. 
liver them by foreeps as soon as the head is on the perineum. We try to make 
the second stage as short as possible. We have had but one fatality in a eardiae 
ease and that was where there was no preliminary tear. 


DR. GEO. W. KOSMAK, New York Crry.—tThere are two points to which I 
want to refer briefly. One is the rather sudden death 


in these women, within 
several hours after normal delivery. 


I think in many instances this is due to the 
shock brought about by the rapid overfilling of the abdominal vessels and ean be 
prevented in a good many cases by applying a sufficiently large sandbag to the 
abdomen directly after delivery. 

The other point is with reference to the cardiologist. It is very important that 
he be consulted in these cases and be allowed to give his opinion as to the eardiae 
condition present, but I think it is a great error for the obstetrician to depend 
entirely upon his decision. The obstetrician should make his own decision. Let 
him get the facts from the internist but let him decide whether the pregnaney shall 
be terminated. I think the obstetrician is in a better position to determine that 
than the internist. 


DR. WILLARD R. COOKE, GALVESTON, TEXAS.—TI think there can be no doubt 
about the value of taking the cardiologist into consultation with the obstetrician, 
but that he should not be in charge of the case. We consider that in these patients 
there is less strain on the heart in a rapid delivery by cesarean section than there 
is in prolonged labor. We have had nine cases with cardiac decompensation at or 
near term or in labor. Of these, two were delivered by forceps after the induction 
of labor, with loss of both mothers and one child. In the seven cesarean sections 
there was neither maternal nor fetal death. We have been doing these cesareans 
under spinal or local novocaine anesthesia after an experience with operations upon 
women with fibromyoma uteri complicated by cardiac decompensation, of which we 
have had rather a large number. These fibroid cases do so much better under spinal 
anesthesia than under ether that we have abandoned the use of ether in the presence 
of cardiac decompensation. 


DR. A. J. RONGY, New York, N. Y.—With our present knowledge of cardiac 
disease we have no way of definitely foretelling the amount of reserve power the 
heart possesses. Cardiologists, as a rule, have no proper conception of the relation 
of pregnancy to heart disease and, therefore, are not in a position to advise us. 
I believe it is the obstetrician who has a better understanding of the relation of 
pregnancy and labor to heart disease, and he is the one who should manage these 
patients. 

When signs of decompensation appear, such as slight cyanosis, and shortness of 
breath on the least exertion, and fatigue on walking or climbing stairs, it immedt- 
ately becomes necessary to put these patients to bed and wateh them carefully 
for further signs and symptoms. In such eases it is dangerous to permit the 
pregnancy to continue, and unless definite improvement takes place the pregnancy 
should be interrupted. 
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Patients with an aggravated form of cardiac disease, who have progressed to 
the ninth month of pregnancy, are very often best delivered by abdominal cesarean 


section under local anesthesia, for that spares the heart the strain of labor. 


DR. JAMES E. DAVIS, Derroir, Micu.—Every organ of the body is normally 
provided with a reserve physiologic power, varying from two to seven times that 
which is required to carry an individual through the entire life span. The heart 
is no exception to this rule. For instance, the kidney may have a seven times 
greater reserve than is required. Pregnancy is perhaps one of the three great 
physiologic crises of life for the woman and certain women have not any reserve. 
Such eases, when this fact is not known are often the ones that give morbidity or 
fatality. 

The reaction, I suppose, of each and every individual varies to all types of 
environmental stress. One should have some way of becoming aequainted with the 
reaction of each patient. The infections and the toxemias produce damaged condi- 
tions of the heart which prevent the heart from ever returning to the normal. 
That, I believe, is a fundamental principle which we too frequently lose sight of. 
Anesthetics, if prolonged, cause certain degenerations which one can appreciate 
best perhaps by an examination of the liver and other organs after the prolonged 


anesthetic. 


DR. KELLOGG (elosing).—TI cannot throw any light on Dr. Harper’s question 
of sudden deaths in cardiac cases. We have felt that they are either embolic or 
sudden mitral stenosis deaths. I have long been taught that a certain number 
of sudden deaths occur in prolonged toxemie cases from myocardial degeneration 
or myocardial weakness due to toxemia. In these cases there are no premonitory 
signs. The matter of indexing heart response by acceleration of pulse rate due to 
exercise, in our opinion, does not amount to anything in these cases. Since the war 
the diagnosis of true rheumatic heart disease as against heart neurosis has changed 
and the co-author of this paper, based on this experience, has altered his diagnosis in 
many instances. 

Dr. Kosmak’s remark about the responsibility for the delivery of these patients 
resting with the obstetrician is, I think, absolutely just and we have trained our 
cardiologist carefully not to tell us how to deliver patients. On the other hand, we 
do feel that our cardiologist, because of his close association with the patient and 
his knowledge of the heart, is in a position to tell us when to deliver and that 
responsibility at present, we Jeave to him. 

The question raised by Dr. West regarding the removal of the uterus early in 
pregnancy for marked cardiac diseases: I do not think the uterus should be re 
moved in a young woman. If it is necessary to sterilize her, do it by tubal ligation. 
It is very important to preserve the menstrual function even if the woman is going 
te be sterile. I think Dr. Fraenkel stated last night that a good uterus should be 
left and there is nothing the matter with the uterus in this sort of patient except 
that it 


S pregnant. 

Dr. Kennedy’s remarks about the drop method in the administration of ether 
are very important. My objections to scopolamine are based on two eases. One 
year in the hospital I did all the operations on cardiac patients, being advised by 
my chief what to do. On this special cardiac service two patients cn whom I 
operated from above, died. In one we were obliged to shift to ether because 
of uncontrollable excitement from the scopolamine-morphine. She died on the 
table during the excitement stage of the shift from scopolamine-morphine to ether. 
The second patient was given an extra dose of scopolamine while the tubes were 


being tied. She died thirty-six hours later without signs of cardiac decompensation. 
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With carefully given drop ether I have never seen anything alarming in eardiae 
Cases. 

One thing more: I want to warn against any satisfied view that we know what 
to do with these patients. We have had a eardiae clinic for five or six years and 
have devoted the time of our staff, the cardiologist, and the social service to keep 
these patients from dying. This particular clinie we think is about as good as 
anything of its sort in the world. The statistics are not yet ready for publication, 
but of 218 eases followed up for a year after delivery 22 cardiaes have died, 10 per 
cent maternal mortality. This maternal death rate is diminishing, but whether 
or not we shall be able to keep up the present lower rate, only time will tell. In 
spite of our rather extensive experience I feel that we should be very guarded in 


feeling that we know all there is to be known of cardiac disease in pregnaney. 


Dr. George VAN AmpBer Brown, Detroit, Mich., read a paper on The 
Develcpmentally Unfit Infant. (See Volume XIII, page 541.) 


DISCUSSION 


DR. HUGO O. PANTZER, INDIANAPOLIS, IND.—The deep study of this question 
with its philosophical deductions made by Dr. Brown is indeed interesting. It is 
apparent that we are launched upon a new and limitless sea for the explanation of 
the etiology pertaining to heredity. I will only mention one factor bearing on the 
question of heredity of hemophilia. I have been able to convince myself that in 
many instances, hemophilia is due to the streptococcus, and when treated with large 
doses of sodium salicylate the hemophilia has been cured. Let me cite a ease. 
A woman who gave birth to a child developed searlet. fever, two days later. She 
was a bleeder; if from then on or before, could not be ascertained. The child 
developed searlatina within a week. This child, a female, was a bleeder. She be 
came a mother, and the child born of her was again a bleeder. Now this latter 
child came to my attention. I found evidence of a streptococcus infection, and 
was able to cure absolutely the hemophilia in this patient, and in time in the mother. 
In other words, we have here opened a field of study pertaining to what is only 
associated with heredity by bacterial infection transmitted from mother to child, 
but not until after the birth of the child. 


DR. WM. SEAMAN BAINBRIDGE, New York Crtry.—During the last eighteen 
vears [I have been associated with one of the largest hospitals for the insane in 
America—the Manhattan State Hospital, whose inmates number over seven thousand 

and also with the New York Children’s Hospital and Schools on Randall’s Island. 
In the latter we have the misfits of New York City and its environs, numbering 
between eighteen hundred and two thousand. 

To those of us who, week after week and year after year, come into elose contact 
With the so-called mentally unfit, the instability of our diagnostie position and the 
enormity of the responsibility suggested by Dr. Brown’s outlined so‘ution of the 
problem of steri'ization are often very evident. In a certain State, not long ago, 

physician who had been a great advocate of sterilization, was instrumental in 
having a law passed by which sterilization was sanctioned. In the first three months 
after this law was placed on the statute books, nineteen men of good families 
sought sterilization simply as the means of preventing fatherhood. Needless to 
add, this changed the attitude of the advocate of sterilization. In faet, he became 
a leader among those who were working to have the law repealed. Later, it was 


declared uneonstitutional. 


DR. A. J. RONGY, New York, N. Y.—If the eugenist is allowed to run amuck 


in his conception of the race problem, he will destroy the utility of the race. 
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Eugenics is far from being an exact science, and it is a question if the eugenist 
ean modify the race no matter how correctly he is allowed to carry out his ideas. 
While heredity plays an important part in the make-up of the individual, still it is 
the environment that counts in the long run, and how ean the eugenist hope to 
change the environment without changing the economic system of present day 
society? The eugenist in his enthusiasm for a better race forgets that utility plays 
a very important part in our social order, for who can say that a race horse is 
more useful than a brewery horse, that a sailor is less useful than a financier, or 
that a brick layer is not as important as a fiction writer. 

The eugenists are in danger of creating a people top heavy, and it is a question 
whether society would be more comfortable under such conditions. The whole diffi 
eulty with the eugenist is that he fails to differentiate between culture and civiliza 
tion, and that he uses both these terms interchangeably and therefore the confusion 
which follows: Culture is fixed; it requires space. Civilization is portable; it needs 
time. Civilization follows eulture; eulture never follows civilization. Out of a 
four hundred year bondage in Egypt came forth the Bible; one of the greatest 
cultural epochs in the history of the world was when three-quarters of the people 
were enslaved in Greece. Dante could have written only in Italy; Spencer might 
as well have been a Frenchman. Shakespeare could write only in England; Harvey 
could have been an American and still have discovered the cireulation. 

DR. BROWN (elosi 


only of men and women who were not producers of anything except children and are 


ig).—Replying to Dr. Rongy’s statements, I was talking 
an expense to this country all the way through. In the United States today there 
are at least ten million peop!e who have not the capacity for learning sufficient ever 
to be able to write an intelligent letter home. There are probably forty million 
people in the United States today who have not the mental capacity to accept more 
than public school education. They cannot go beyond the eighth grade; they are 
not abnormal but they have not the highest sort of development. This is a very 
serious situation, but we are talking about the abnormal, a still more serious prob- 
lem. I really think the forcing of the law for sterilization is not the whole thing, 
if we can only segregate these people and finally get rid of their kind, we shall have 


done an excellent work. 


Dr. Marvin Pierce Rucker, Richmond, Va., read a paper on Pneu- 
monia as a Sequel to Anesthesia. (See Volume XIII, page 764.) 


DISCUSSION 


DR. GEORGE W. CRILE, CLevELAND, Onto.—In view of the many different 
viewpoints that have been expressed as to the cause of pneumonia, it seems to me 
that after all the truth is not known. But there is a different point of view that 
I would like to emphasize: You will notice that practically all the writers on this 
subject have stated that pneumonia occurs more frequently after abdominal opera- 
tions and more particularly after operations upon the upper abdomen. Among the 
probable causes of colds are sudden change of weather, chills of the body, drafts, 
ete., but change of weather seems to be the most common cause. We feel cold on 
the slightest change of temperature. In an abdominal operation the temperature 
of the patient is greatly changed by virtue of the faet that the abdomen is open 
and a vulnerable part of the body is exposed. 

We found by experiments upon animals in which the thermocouples were intro 
duced into various organs and tissues that when the abdomen is opened, there 
follows a great variation in the temperature of the different organs. When the 
thermocouple was placed in the throat or chest it was found that the temperature 


would drop one or even two degrees. When the abdomen is opened a very large 
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surface circulation is exposed to the temperature of the air. This blood is spread 


to every eell of the liver and the whole liver at once becomes cold. Then the chilled 


blood goes to the heart. The heart does not add any new heat to speak of. It 


goes then quickly to the lungs and the temperature of the lungs falls one or two 
degrees. What amazed me was to find that the temperature 


of the brain fell 
almost as much as that of the lungs. Now the cooling of 


these important areas 
by even one or two degrees must be one of the great factors in the production 
of postoperative pneumonia. 

But there is a very interesting way of meeting this danger. Without realizing 
it, we have always had a very wonderful protective agent, and that is the use of 
diathermy. The terminals may be applied to each side of the patient before the 


operation starts. They do not interfere with the surgeon. By this means the tem 


perature may be constantly conserved throughout the operation, and by continuing 
the application through the first postoperative hours the patient is further guarded 
against the menace of pneumonia. 


DR. JAMES E. SADLIER, PovGukerpsizr, N. Y.—My work is earried on in 
two institutions in both of which ether is the general anesthetic. Forty per cent 
of my operations are done in a private institution where the foree has been trained 
year after year in properly preparing patients for operation. In that hospital 
where every effort is made to prevent lung complications, both in the preoperative 


and postoperative work, we have less than 1 per cent of trouble in the respiratory 


system following operations. In the other hospital where [ do 60 per cent of my work, 


where we have a training school, where they insist upon wearing hospital gowns 
after operation, where there are large corridors and all sorts of possibilities of taking 
cold, we cannot seem to get below 4 pe 


cent of acute disease in the lungs and 
pleura. I think that the 


care of the patient answers the question in quite a con 
siderable proportion of these cases. 


DR. M. P. RUCKER (closing).—This is a very fascinating subject, partly I 
think because we do not know a great deal about it. Whipple, for instance, claims 


it follows the aspiration of Group LV pneumococcus. Cutler says emboli from the 


abdominal incision lodge in the lung tissue. Seott and Lee say that massive collapse 
of the lung is a necessary precursor, although we know that pulmonary collapse 
an approved method of treating inflammation of the lung tissue. 


[ was very much interested in Dr. 


is 


Crile’s method of heating up the liver with 


diathermy when he published his article some time ago. I am sorry he did not give 


is figures in regard to his postoperative pulmonary complications since using this 
technic. Ilowever, I would think that possibly there 


sides the chilling of the patient. 


is an additional faetor be 
In postoperative pneumonia there is almost always 
a lower lobe pneumonia, whereas in medical pneumonias there may be a_ wider 
distribution throughout the entire lung. From a_ practical standpoint, I think 
the whole thing in the light of our present knowledge 


can be summed up in the 
fact that one gets 


g the best results where there is the best cooperation between the 
surgeon, nurses, and anesthetist. 


Dr. Georce W. Crite, Cleveland, Ohio, presented A Comparison of the 
Methods Used in the Treatment of Malignancy. (See Volume XIII, 


page 529. 


DISCUSSION 


DR. L. FRAENKEL, Brestav, GERMANY.—Koenig had 30 per cent fatality, be- 
eause he took all sorts of eases. Wertheim, who 


was a little more cautious, had 
20 per cent mortality. 


But you have only 6 per cent, because you do not take the 


| 
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more difficult eases. Where a case is operable, we operate. With radium treatment, 
operation can be later carried out. For this reason we say we should operate where 
the ease is operable. As we say in Germany, no operation without radium, but 


operation plus radium. 


DR. HENRY SCHMITZ, Cnricaco, ILL.—The observations Dr. Crile has made 
have also been seen in our work. While Dr. A. J. Ochsner was living I took care 


ft all patients with carcinomas that came to his clinic, such as of the mouth, tongue, 


esophagus, stomach, and bowels. There was not a single case permanently benefited 


unless surgery could be resorted to. In some advaneed enses arrest of the disease 


and subjective well-being was noted from one to three and more years, but finally 
the patient would succumb to cancer. Why then are the results of radiation treat 
ment in earcinomas of the Cervix so promising, though the operability is very low, 
averaging perhaps 15 to 18 per cent of all the cervical cnureinomas seen? 

There is no other organ in the body in whieh we can use such an enormous 
amount of radiation as in the cervix. And a large radiation dose means destruction 
of the caneer cell. Compare a 4500 milligram element hour dose of radium used 
in the cervix to the 150 to 1200 milligram element hour doses in eaneer of other 
regions of the body and we have the answer. No doubt a technie will in time be 
developed whereby we may attain a homogeneous penetration of the eancer bearing 
areas in the mouth, tongue, and other regions of the body either by direct radium 
implants or by distant radiations using large packs of radium eventually in com- 
bination with short Wave x-rays. 

Other factors also exist, the study of which will bring us nearer to a favorable 
solution of the treatment of carcinomas. These are the eell tvpe, the degree of 
differentiation, and anaplasia. Studies reported by Martzloff, Broders, Greenough 
and myself on these factors seem to show that a carcinoma with a high degree of 
differentiation of the cells give a better prognosis than cancers with a high degree 
of anaplasia, regardless of whether surgery or radiations have been used. 

DR. GEORGE VAN AMBER BROWN, Mici.—Several years ago, be 
fore a meeting of this Society Dr. Crile, Dr. Skeel, Dr. Bonifield, and T took part in 
a symposium upon this same subject. TI still take the position that I took then, 
that is, the advocacy of the use of the starvation ligature,—by which I mean ligation 
of the internal ilines, the ovaries, severing the broad ligaments and when it is 
necessary even going farther, ligating the sacromedia thereby cutting off the cireula 
tion, more efficiently. T believed then as I believe now that this is a treatment 
which gives better results in advanced eases of carcinoma of the cervix than any 


other. 


Dr. ApraniAM J. Ronay, New York City, read a paper on the Treat- 
ment of Menstrual Disorders.by X-Ray. (See Volume XIII, page 


D98. 


Dr. Macneus A. Tare, Cincinnati, Ohio, read a paper on Benign Ab- 
dominal Cysts. (See Transaction Volume.) 


Dr. James N. West, New York City, presented a paper on Malignant 
Abdominal Cysts. (See Transaction Volume.) 


— 
| 
| 
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Pror. Dr. L. FRAENKEL, Breslau, Germany, read a paper on the Strue- 
ture and Functions of the Endocrine Glands, Particularly of the 
Ovary. (See Volume NIITI, page 606.) 


DISCUSSION 

DR. GEORGE CLARK MOSHER, Kansas Criry, Mo.—The very scientifie classi 
fication of the endoecrines by Prof. Dr. Fraenkel places the subject in such a clear 
light that we are now able to visualize it in a manner not before possible. 

The faet that the removal of the pituitary, the suprarenal and the thyroid 
glands leads to the death of the individual emhasizes the vital importance of these 
bodies. 

We are impressed with the discovery by Prof. Fraenkel that all the processes 
which lead to the insertion of the impregnated ovum are dependent on the corpus 
luteum and that the evelic hyperemia of the uterus every four weeks is also due 
to the action of the yellow spot, whether it may terminate in a pregnancy or only 
as a menstruation. 

Another interesting demonstration is the fact that the internal secretion is con- 
tained in the corpus luteum, the follicle fluid, and the placenta. 

The statement that the fully developed placenta is not a hormone-producing 
organ, but a depository for hormonal secretion is significant. It does not then con- 
tain any lipoid bodies and thus it is not an organ of internal secretion. Dr. 
Fraenkel’s contention that since the decidual portion of the placenta contains the 
hormone, the decidua surrounds the placenta in a basal capsular layer, clears another 
question as to why the maternal side of the placenta contains a greater amount of 
hormone than the infantile side. 

There are so many suggestions of research in the valuable paper that it is 
appreciated by the Association that we are particularly fortunate to have at this 
time an evaluation of the endocrines in general and especially the vexed question 
of the developmental structure of the ovary. 

Prof. Dr. Fraenkel thus shows us that few of these points are vet settled definitely 
and completely. 


( ( onclusion. 


NEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL 
SOCIETY 
VEETING OF DECEMBER 0D, 1926 


Dr. W. E. Levy read a paper entitled The Proper Evaluation of the 
Obstetric Case. (See page S84.) 


DISCUSSION 


DR. JOHN F. DICKS said that Dr. Levy’s emphasis upon the pregnant 
woman’s peace of mind suggested to him that physicians in their endeavors to 
make things easy for themselves were perhaps losing sight of the fact that de 
livery in a hospital frequentiy worked a hardship on the multipara who was obliged 
to leave little children in indifferent hands while she was away from them, though 
of course there could be no question but that primiparae and patients prt senting 
any sort of abnormality should not be handled in the home. Dr, Levy’s point 
that the mentality of the unmarried mother is usually below normal reminded 
him of a young, unmarried girl who became pregnant and actually delivered with- 


out at any time being aware of what was happening. 


| 


SEW ORLEANS GYNECOLOGICAL AND OBSTETRICAL SOCIETY 105 


DR. J. W. NEWMAN stressed the fact that medical students, when they were 
taught obstetrics, should also be taught something ef psychoanalysis as applied to 
the pregnant woman and should have individualization of their cases urged upon 
them. He believed that true puerperal insanity did not exist; in his experience 
at least 90 per cent of such patients, when their earlier lives were investigated, 


showed, usualy at the age of puberty, distinct warning of lack of mental balance. 


DR. P. B. SALATICH said that in his experience no more fruitful souree of 
onxietvy for the young pregnant woman could be found than the tales told her by 
other women of the terrible things which might happen to her unborn child. It 
was his idea that the aceoucheur should take the time to reassure his patient in 
this regard, even though to him the stories were too foolish to seem to warrant 
consideration by any sensible woman. He agreed with Dr. Dicks that delivery 


: » home should be done under certain eonditions for normal multiparae. 
in the h I 


Dr. A. V. Friepricus (by invitation) read a paper entitled Female 
Genital Tuberculosis, with Report of an Unusual Case. (See page 
68. ) 

DISCUSSION 


DR. E. L. KING said that the question of diagnosis in ‘this condition was 
most interesting from the clinical standpoint, as it was made relatively infrequent- 
ly before operation. Although it is well known that both gonorrheal and _ tuber- 
culous lesions of the tubes may coexist, the latter should be suspected when there 
is any evidence of tuberculous peritonitis. As a rule infection of the tubes occurs 
by direct extension from the peritoneum, although infeetion through the blood 
stream from a distant focus is possible. It is interesting that in spite of the 
close proximity, the urinary system is so seldom involved in tuberculous infections 
of the genital tract. He found it surprising that so few tuberculous infections of 
the genital tract were found among the colored patients at Charity Hospital, 
where a tremendous number of pelvie infeetions are handled yearly; the incidence 
is less than 1 per cent, possibly due to the fact that routine serial sections cannot 
be made of all specimens in an institution of this size, but more probably due to 
the fact that this particular form of tuberculosis is really infrequent among 
colored women. He recalled one case of tuberculosis of the vulva of the atrophic 
variety in a negress, in which the lesion was probably primary, although he 
hesitated to state this positively. The excision of the entire vulva by Dr. C. 
Jeff Miller gave excellent results, and the patient died of influenza several years 
later, never having had a reeurrence. 


DR. H. V. SIMS also commented upon the infrequency of the condition at 
Charity Hospital, both at operation and at autopsy, in spite of the relative fre- 
quency with which the condition is identified in other elinics. Discussing the 
treatment, he remarked that surgery resulted in only about 33 per cent of cures, 
and had many disadvantages, including a primary mortality of perhaps 10 per 
cent, the necessarily radical nature of the operation in many cases, and frequent 
sequelae, such ‘as abdominal feeal fistulae. Medical treatment results in about the 
same percentage of cures. He outlined the treatment advocated in some clinies, 
namely a daily application of the light rays from the Edison carbon diffused light 
reflector, for one hour, half of the time anteriorly and half posteriorly 
to be followed by the application of the ultraviolef rays from an_ air- 
cooled quartz lamp, according to the technic of Rollier. This treatment does not 
interfere with whatever surgical measures may be indicated, such as the drain- 
age of abscesses, removal of ascitic fluid, ete. It is said to give something like 
80 per cent of cures, and, of course, there is no primary mortality. 


| 
| 
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Dr. Pinips J. Carrer read a paper entitled The Care of the Breast 
and Its Complications During Pregnancy. (See page 81.) 


DR. A. H. GLADDEN Jr., said that he had been impressed, in looking over 
the various textbooks on obstetries, with the faet that the average author seemed to 
apologize for even mentioning the care of the breast, and that few of them devoted 
more than a page to the subject. He advised the application of lubricants to 
the nipples during the prenatal period, rather than borie acid and aleohol, whieh 
in his opinion, made the breasts crack easily when nursing was begun. He ad- 
vocated hot applications for engorged breasts in preference to either the pump 
or massage, and he also said that consideration for his patient should make the 
obstetrician give her a general anesthetic before opening a breast abscess of any 


considerable size, since conditions were usually so exquisitely painful. 


DR. W. E. LEVY agreed with Dr. Carter that manipulation of the nipp!es was 
unwise during the prenatal period, and said that at the Touro Clinie it was their 
custom to advise patients to let their breasts entirely alone, even in cases of. re- 
tracted nipples. He believed that many instances of breast pathology might be 
traced to badly fitting brassieres, which, in pressing the breast down on_ the 
chest wall, constricted the tubules at the top and caused excessive convolutions in 
those at the hottom, so that adequate drainage was not possible during lactation. 
On the Touro service engorged breasts are hand’ed by saline purgatives, restrie- 
tion of fluids, iee caps, and supporting adhesive strips, in preference to other 


measures. He believed that fenestrated rubber tubing, 


supplemented irriga- 
tion with dichloramin-T or Dakin’s fluid twiee a day, was better than the use 


of an iodoform pack in the treatment of breast abscesses. 


DR. L. A. LEDOUX said that sinee the prevention of breast complications was 
simpler than their cure, it was his custom to put his patients on a restricted fluid 
diet when the milk began to come, and that in his experience this simple precau- 


tion had avoided much trouble. 


DR. J. S. HEBERT said that it was the custom at the Long Island College 
Hospital, to put the breast at absolute rest for thirty-six to forty-eight hours 
when eracks or fissures occurred in the nipples. It was his opinion that in these 
apparently simple lesions most of the breast complications of the puerperium orig- 
inated, and that they themselves arose from permitting the haby to nurse before 


lactation was well established. 


DR. P. B. SALATICH said that in his experience the average breast abscess 
eould be handled by a small incision, supplemented by a particular type of breast 
pump he possessed, which included the entire breast. He believed silkworm gut 
drains are the most effective variety, and either moist or dried heat applied con- 
tinuously is the most uniformly satisfactory treatment. It was not his custom to 
take the child from the breast for this cause, and he had never seen a baby sick 


as a result. 


DR. E. L. KING also advoeated an in€ision of moderate size, followed by 
drainage with silkworm gut or fenestrated rubber tubing. He questioned the value 
of daily washing with an antiseptie solution, believing that the establishment of 


drainage was the main factor in the cure. 


DR. W. D. PHILLIPS remarked that the lack of uniformity in the teaching 
of nurses regarding the care of the breast, as evidenced in the different hospitals in 
New Orleans, would be amusing if it were not so irritating. Personally, he could 


see no reason for breast massage under any circumstances, particularly in view 


DISCUSSION 
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of the excellent breast pumps of the electric type devised within the past few 
years. He believed that the average breast abscess could be handled by a small 
incision under local anesthesia, with the use of a small drain; though a large 
incision was naturally necessary in extensive cases. He agreed with Dr. Salatich 
that the baby should not be taken from the breast, 


DR. CARTER said in closing that he advocated a large incision for the type 
of breast abscess which did not respond to the ordinary measures, since failure 
to respond to them almost invariably meant that the trouble was deep seated. He 
eited a case he had handled recently, in which the incision disclosed that some 
two-thirds of the gland was involved, and in which the treatment he advocated 
cleared up the condition within a week. He believed that if the structure of the 
breast and the distribution and function of the lactiferous glands were considered, 
the wisdom of this procedure would be obvious. He could not agree with Dr. 
Hebert that every cracked and fissured nipple was due to traumatism from the 
baby’s gums, since he had at present under his care a pregnant woman, not yet 
delivered, whose nipples were horribly abraded from the type of brassiere she 


was in the habit of wearing. 


DR. E. S. LEWIS (recognized as the Nestor of the obstetricians in New Or- 
leans) spoke informally of some of his earlier experiences in obstetrics: 

On his return from the Civil War, penniless, he had become physician to five 
associations of the laboring class, numbering many thousands of men, women, and 
children. In those days and for at least two decades afterward it was the custom 
for lying-in women, even of the better class, who were impoverished by the war, 
to employ midwives to confine them, physicians being called only in abnormal and 
complicated eases, or when the family became impatient and alarmed over an 
undue delay. These midwives were capable of handling the average normal ease, 
but they were ignorant, untrained, and self-constituted, and even the few who 
tlaimed to be graduates of European midwife schools were only slightly more 
competent than the frankly self-educated ones. As a society physician it was 
natural that he should be ealled in obstetric cases when difficulties arose, and he 
gradually acquired a practical monopoly of the abnormal and complicated cases 
in certain districts of the city, an experience which proved invaluable to him when 
he was ealled to fill the chair of obstetrics and gynecology at Tulane in 1876, 

The first case of neglected shoulder presentation which he handled was termin- 
ated by decapitation because the impaction was so firm that efforts at version 
failed, and the second case similarly had to be terminated by evisceration, both 
revolting operations, and particularly so when one cannot be certain that the 
child is dead. As the difficulty attending attempts at version in such conditions, 
as well as the danger of uterine rupture, is due to the tetanie contraction of the 
uterine musculature and the thinning of the lower uterine segment, it occurred to 
him that prolongation of profound anesthesia might so relax the uterus as to 
permit version to be effected without risk, and sinee that time he had never failed 
to effect version by following this plan, although he had handled many cases in 
which the impaction was of very long duration. 

He had never seen but one ruptured uterus, and that did not oceur during labor 
but as a result of concealed hemorrhage in a woman a little more than six months 
pregnant, the rupture oceurring before any measures could be instituted for her 
relief. Also he had never seen but one case of face presentation. When he was 
called in, the membranes had been ruptured many hours, and the face was at 
the midplanes, the position being mentoposterior. After extreme difficulty he sue- 
ceeded in bringing down an ankle between his first and middle fingers, somewhat 
flexed, just below the plane of the face, but the precarious hold made it impossi- 
ble for him to do more, until after many efforts he adjusted a bandage about it 
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with which he made traction; eventually the version was completed and, to the 
surprise of all, a living child was extracted. 

A most unusual complication of labor was a ease of pendulous abdomen, in 
which the uterus rested on the patient’s thighs, and during contractions rose al- 
most vertical'y. Support by a sheet between it and the thighs and held by two 
persons was necessary to bring it into the proper axial relations with the pelvic 
cavity, and during contractions considerable pressure was necessary to maintain 
this relationship. Otherwise the labor was quite normal. In conclusion, he re- 
called a case of fused twins, one child being fully developed and the other con- 
sisting only of a shrunken breech and legs. The fusion was at the sacrum and 


purely integumental, so that separation could be effected without detriment to 


the living twin. The delivery was easy, as the position was occipital. 

DR. P. B. SALATICH said that he had had the honor and privilege of being 
Dr. Lewis’ assistant for many years, and paid a warm tribute to the help which 
his wisdom and experience had been to him in many, many trying cases. He re- 
called one case of impacted shoulder, a neglected midwife case, in which he had 
finally effected version after the utmost difficulty, and he wondered whether if he 
had been less timid about the prolongation of the anesthesia he might have 
managed with more ease. It oceurred to him, sinee these uteri were usually in a 
state of tetanie contraction, that, when thorough relaxation was seeured under 
deep anesthesia, a state of inertia might occur with severe hemorrhage before the 
true tone of the uterus was restored. 


DR. LEWIS in elosing said that he had never been afraid to push chloroform 
in labor to extreme limits in any case in which the anesthetie could be used with 
safety, and that he had never seen a death from it, although he had used it en- 
tirely until he gave up the practice of obstetrics several years ago. He had never 
seen a case of postpartum hemorrhage under these conditions, although naturally 


he had always taken every precaution to prevent its occurrence, 


Schréder: Are There Indications for Vaginal Examination in General Practice? 
Zentralblatt fiir Gynikologie, 1925, xlix, 6, 


Vaginal examination is made only when diagnosis is not absolutely cleared by 
rectal examination; when with a high movable head and only partially dilated cervix 
the membranes rupture; when birth of the second twin does not follow soon after 
birth of the first; when there is no advance in spite of strong pains in the second 
stage, and the reason is not discovered by rectal examination; when there is bleeding 
during labor; and invariably, as a preliminary to any operative procedure. 


LITTLE. 


— 
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The Readers’ Forum 


CONDUCTED BY JOHN Ossporn Potak, M.D. 


This Department solicits inquiries from readers on obstetrie and gynecologie 
topics and problems, which should be addressed to Dr. J. O. Polak, at 20 Livingston 
Street, Brooklyn, N. Y. Criticisms or comments on original communications pub- 
lished in the JOURNAL are likewise invited. The Editors have instituted this 
venture in response to a popular demand and trust that the readers of the JOURNAL 


will avail themselves free ly of the service offered 


Editor.—Would not in your opinion the mortality in a given group of women 
exhibiting signs of late toxemia of pregnancy, preeclampties, after the viable period, 
be lowered by routine induction of labor on first recognition of toxemie symptoms, 
even though only an indefinite proportion of them would actually develop eclampsia? 

Would not this same group show a higher mortality on expectant, or individualiza- 
tion type of treatment, knowing that with delay some, despite treatment, will 
develop eclampsia with its definite mortality? 

It has been my belief that routine termination of pregnancy, after period of 
viability, in the cases will not only reduce the incidence of eclampsia to a negligible 


quantity but also prevent a great deal of damage to the liver and kidney. 


MARTIN W. DIETHELM, 


TOLEDO, OHIO. 


Doctor.—In answer to your hypothetic questions relative to the treatment of 
eclampsia, it is the belief of the Editor of this column that eclampsia today, what 
ever may be its eause, may be considered as a preventable disease, for the actual 
eclamptie convulsion or coma is always preeeded by a preeclampsia which is now 
recognized as a definite clinical entity, and differs from eclampsia only in so far 
as the patient has no convulsion or coma. There are always eliniecal evidences of 
the preeclamptice state shown in the rise in blood pressure, the diminution of urinary 
output, the presence of albuminuria and rapid gain in weight, before the eciamptie 
explosion takes place. There can be no question that in a given group of women 
exhibiting these signs of toxemia after viability, the termination of pregnancy 
would reduce the occurrence of convulsions and possibly the mortality—but what 
an unnecessary waste of fetal life and what a cost to pay for possible security! 
From a considerable experience, we doubt if the actual maternal mortality would 
be better than if individualization with reasonable intelligence was followed out; 
for in many of these cases the babies die as a result of the toxemia and the women 
deliver spontaneously while others are benefited by expectant treatment and are 
delivered of viable children without incident operative interference which always 
carries with it an irreducible risk resulting from trauma and infection. The only 
argument against the long continuance of expectant treatment is the fact that 
continued toxemia increases the extent of the hepatic and kidney lesions. 
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Editor.—1 would greatly appreciate your opinion as to the present status of 
hysterectomy in the treatment of postpartal or postabortal sepsis. In an endeayor 
te crystallize the views in the matter, I take the liberty of asking this favor, 


J. JAMES SERwWeR, N, Y, 


Doctor.—Hystereetomy has no place in the treatment of postpartal or post- 
abortal sepsis. Clinical and autopsy study shows that nature is competent in the 
vast majority of instances to localize infection by its several lines of defense; and 
that manipulation of any sort only breaks down nature’s barriers. 

If we could be sure that the lesion was confined to the uterus as a metro- 
thrombosis, and if hysterectomy could be done without tissue manipulation and the 
dissemination of bacteria via the lymphatics or blood stream from these bacterial 
foci, then it would be conceivable that removal of the uterus would favorably 
influence the subsequent course of the disease. Unfortunately, there is no way 
to make a positive diagnosis of metrothrombosis and when such is made there is 
no method of removing the uterus which will not spread the infection and break 
down nature’s barriers; furthermore, the woman’s resistance is lowered by anesthesia, 
blood loss and trauma, all incident to operation. 

It may be dogmatically stated that in acute puerperal infection, surgery should be 
confined to incision and drainage of culdesae or parametrial abscesses; and that 
none of the radical procedures such as curettage, hysterectomy or the ligation of 
the pelvie veins are justified in the light of our present knowledge of the pathology 
and, in view of the results obtained by the supportive treatment, of nature’s de- 
fensive protection. 


Kraul, L.: Does the Condition of the Blood Play a Role in Postpartum Hemor- 
rhage? Archiv fiir Gyniikologie, 1925, exxiv, 241. 


Kraul made careful blood examinations in those cases of postpartum hemorrhage 
in which no apparent cause for the hemorrhage, such as trauma, mechanical disturb 
ance, irregularities in the placental separation, ete., could be found, in order to deter 
mine, if possible, the causative factors. Such cases are infrequent and are usually 
not due to loeal disturbances, as the uterus is well contracted, and apparently normal. 
He finds no definite relation between coagulation time and the postpartum hemor 
rhage, and the erythrocytes play no role. The thrombin content of the blood is not 
diminished and the ealcium and potassium content and the hydrogen-ion econcentra- 
tion show no deviation from the normal. Retroplacental serum from such cases of 
postpartum bleeding had less effect on the uterine muscle of guinea pigs than did the 
serum of normal cases. RALPH A, REIs. 


— 
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Department of Reviews and Abstracts 


CONDUCTED BY HuGO EHRENFEST, M.D., ASSOCIATE EDITOR 


Collective Review 


New Books 
By Ropert T. Frank, A.M., M.D., F.A.C.S., New Crry 
BIOGRAPHY 


N MY last review I emphasized the fact that a biography reflected 

the author as much as the personage he was dealing with, and that, 
therefore, an autobiography was bound to throw more light upon the 
individual than any other form of record. This holds true of the 
genial, kindly, and illuminating autobiography of Emelius Clark 
Dudley’ in which never an unkindly thought crops up, a slighting re- 
mark or the least trace of rancor, in spite of the unstudied and reveal- 
ing expression of the whole. As Carl Edmund Harriman to whom this 
book was partly dedicated says, ‘‘It is less the autobiography of 
man than his personal record of an era in our American life.’’ The 
sternness and simplicity of upbringing in a small New England vil- 
lige is graphically pictured. The struggles of an ambitious boy against 
lack of funds and lack of opportunity is brought out by what is implied 
more than by what is said. The condition of a country doctor, of the 
small town pharmacist, of Dartmouth College in 1868, is brought be- 
fore our eyes. Dudley was more often away from college teaching 
school or earning money by other means than attending lectures, and 
yet, in spite of these difficulties, he acquired an edueation. His hap- 
hazard medieal instruction merely illustrates how the exceptional man 
ean learn no matter what opportunities or lack of opportunities con- 
front him. It serves as an illuminating commentary upon our present 
day, standardized, machine-made products which fall from the 
medical-school hopper promptly on a certain day of June. Dr. Dudley 
acquired his knowledge at Dartmouth, Yale, and Long Island. He 
had intimate contacts with many names now famous in American 
medical history, among them Skene and Emmet. 

He was resident physician at the West Pennsylvania Hospital in 
Pittsburgh but soon located in Chieago in the year 1875. After a 
short time he returned east where he was an interne at the Charity 
Hospital — then, partly by chance, became resident at the Woman’s 
Hospital, a step which played the leading réle in his entire future. 
Here he came into intimate contact with Peaslee, Thomas, Fordyce, 
Barker and others. During his internship antisepsis was introduced. 
The rest of the book is a record of many years of fertile activity in 


The Medicine Man. By E. C. Dudley. J. H. Sears and Co., New York, 1927. 
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Chieago both as a sought-after consultant and as a teacher. Toward 
the end of the book is a most interesting description of a trip to China 
and the Orient. Throughout, a charming sense of humor, a delightful, 
kindly, and unstudied narrative held me faseinated from cover to 
cover. No gynecologist can afford to let this book pass by unread 
and every medical man will be interested in seeing the changes which 
have taken place in the short period of sixty to seventy vears both 
in our country and in our profession. I believe that the laity will be 
as much fascinated by this delightful book as the more intimately jin. 
terested members of our profession. ; 

I cannot refrain from introducing into this review a book whieh 
came to me through different channels and which is composed of 
Biographical Sketches and Letters of T. Mitchell Prudden® almost the 
dean of pathologists in the United States, whose retiring disposition, 
modesty, and perhaps also austerity reduced the number of those who 
knew him, although he had a tremendous influence upon the modern 
formative period of American medicine. Dr. Prudden filled the chair 
of professor of pathology at the College of Physicians and Surgeons, 
Columbia University from 1892 to 1909 although his influence on path- 
ology in New York City antedates this period by at least ten years. 
This volume makes interesting reading because it covers the last twenty- 
five important years of the past century, throwing many sidelights on 
conditions and individuals. Dr. Prudden is best remembered as the 
coworker in Delafield and Prudden’s ‘*‘Textbook of Pathology’’ as well 
as the author of many scientific contributions to the literature. His 
many friends and students will greet this all too impersonal volume with 
pleasure, as well as gratitude to the editor. 


GYNECOLOGY 

Since my last review of the Halban and Seitz Biologie und Pathologie 
des Weibes, four installments, covering 1468 pages, have appeared. 
The size of the entire work will be monumental, as many more pages 
are to be expected. 

Starting with installment 30, Pankow discusses placenta previa. He 
emphasizes the isthmus placenta with the additional danger due to 
the poor contractility of this region. Among the measures to be taken 
in ease of previa, he mentions first metreurysis and Braxton Hick’s 
version. However, he also speaks very highly of cesarean section. 

H. H. Schmid covers the pathology and therapy of the puerperium 
which chapter is completed in installment 33. Ile agrees with all re- 
cent authorities that placenta accreta is extremely rare, but retention 
postpartum of part of the placenta on the other hand, is far from in- 
frequent. In transfusion, he prefers a European method of vein to 
vein syringe technic, the citrate method being less frequently used 
abroad. To my surprise I notice that throughout he pictures incision 
of the skin instead of merely puncturing it by means of the needle. 

Installment 32 contains numerous subjects. Adler, of Hitsehman 
and Adler fame, covers the subject of inflammatory diseases of the 
uterus. The diagnosis of endometritis rests solely on the demonstra- 
tion of ‘‘infiltration cells,’’ that is inflammatory cells, leucocytes and 


*Biographical Sketches and Letters of T. Mitchell Prudden, M.D. Yale University 
Press. New Haven, 1927. 

°Biologie und Pathologie des Weibes. Ein Handbuch der Frauenheilkunde und 
Geburtshilfe. Herausgegeben von Josef Halban und Ludwig Seitz. Lieferung 
30, 31, 32, 33. Verlag von Urban und Schwarzenberg, Wien, 1927. 
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lvmphoeytes in the acuter stages, and plasma cells in the chronie state. 
As elsewhere in the body, endometrial inflammation is due solely to 
bacteria. Erosions of the cervix he places squarely on an inflamma- 
tory basis. To atrophy of the uterus he devotes a short chapter. 
Hypertrophie and hyperplastie conditions of the uterine body and 
cervix next occupy his attention, together with metrorrhagia and 
allied lesions. Hemorrhage is discussed in a separate chapter. The 
author has taken unusual pains in completing his bibliography. 

To Albrecht has been assigned the pathology, anatomy, and genesis 
of myomas, together with adenomyomas and adenomyosis. Naturally 
he has no explanation to offer for the causation of fibroid tumors. He 
divides adenomyosis into adenomyosis interna, which includes that of 
the uterus and tube, and externa, which embraces the heteropie sites 
in the rectovaginal septum, ovaries, ete. 

Installment 32 contains another article by Albrecht on the clinical 
aspeets of myomas, which he treats in a well-balanced, conservative 
fashion, setting forth the indications for operation and x-ray. 

Von Seuffert deals with x-ray therapy of nonmalignant metropathy 
and myomas. He assures us that there is no danger of defective chil- 
dren being born of women in whom amenorrhea has been induced. 
Albrecht then discusses the uterine sarcomas, while Lahm deals with 
the heterologous tumors of Miiller’s duets in the neighborhood of the 
cervix and corpus (mixed tumors), as well as with adenoma of 
the uterus, and etiology and pathologic anatomy of carcinoma of the 
uterus. 

Lahm’s discussion of heterologous tumors does not do justice to the 
literature, which after all is of particular importance in rare condi- 
tions. His classification of carcinoma is unduly complicated, and his 
references to non-German sources are entirely too secant. 

Installment 33, as previously mentioned, contains the conclusion of 
Schmid’s article on the pathology and therapy of the puerperium. 
Labhardt has written on the anatomy and physiology of the puer- 
perium. He gives an excellent and complete description of the physi- 
ology of this most important period. Sigwart, on the other hand, in 
this installment, begins the pathology of the puerperium. He gives 
Semelweiss credit over Holmes but says that Hippocrates had already 
recommended washing the hands in boiled water before undertaking 
operations. He still divides infections into superficially growing 
(wound intoxication) or saprophytie conditions, and deeply invading 
bacteremias, which, after all, corresponds to our old concepts. 

The huge size and completeness of the entire handbook is becoming 
more and more manifest. It already fills a good-sized book shelf with 
considerable more to come. I sincerely hope that the editors are heed- 
ing my oft-repeated and earnestly given admonition to have a most 
detailed cross index of material, and a good author index to complete 
and crown their achievements. 

The third edition of Polak’s Manual of Gynecology’ like the pre- 
vious cnes, has kept in mind the tremendous amount of information that 
the third year student is required to absorb, and therefore the text 
which is limited to 382 pages should be appreciated by the embryo 
doctors more than volumes of double or triple this size. The presenta- 
tion, as in the previous editions, is short and graphie with important 


‘A Manual of Gynecology. 3y John Osborn Polak, M.D. Ed. 3. Lea and Febiger, 
Philadelphia, 1927. 
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matters italicized. On the whole the text is adequate and the illustra- 
tions are plentiful and good. 

The author somewhat overemphasizes the number of prescriptions, 
Ile gives twelve hemostatic drugs for uterine hemorrhage. Both the 
chapter on physiology and the one on the endocrine glands could be 
improved. 

The teacher should welcome such short presentations and _ prefer 
them to the longer, bulky textbooks with which medical students are 
today oppressed. 

The introduction to Opitz’s fifth edition of the Handbuch der Frau- 
enheilkunde® deplores the retirement of his collaborator, Menge, and 
contains as well a considerable necrology of other collaborators. Finally. 
the publisher was forced to add a notice of Opitz’s own untimely death 
after the book was already in preparation. This handbook in two 
volumes of over 1100 pages, written by many well-known men, gives a 
very fair outlook of the state of gynecology in the German speaking 
countries of today. The text is clear cut and deseriptive. The illustra- 
tions are elegant, many in colors, and lavish in their abundanee. In 
consequence of this de luxe format, the prices of modern German books 
are prohibitive, that of the Opitz handbook amounting to $25.00. 

Julius Tandler deals with embryology, deseriptive anatomy, and 
topographic anatomy to which subjects 80 pages are devoted. Seitz 
discusses the physiology of the female genitals. His viewpoint is less 
that of a physiologist than that of a morphologist, lavishing most of his 
attention on the histology and giving only the most stepfatherly treat- 
ment to the true physiologic and pharmacologie aspects of the question. 

Baisch treats general symptomatology, while Walthard has devoted 
more than 100 pages to the influence of diseases of other organ sys- 
tems upon the genital tract and vice versa, a very complete and im- 
portant chapter. The colored illustrations of skin diseases are superb 
and numerous. 

The current utterly naive, almost dumbfounding disregard of any- 
thing but German investigations is nowhere better shown than where 
Walthard ascribes the elucidation of the source of the female sex 
hormone to Zondek and Aschheim, two latecomers in this most inter- 
esting field. An even more striking example of this same psychologic 
complex is offered by Sellheim who, in his chapter on methods of 
examination, introduces the subject of tubal insufflation as follows: 
**Insufflation as a diagnostic aid to determine patency or lack of patency 
of the tubes has been handicapped by the unhandiness of the procedure. 
Since we possess a simple, sure and easily handled instrument in the 
‘Tubenschneuzer’ this method should rapidly spread to a well-deserved 
general use.’’ (The italies are mine.) Sellheim give a footnote referring 
to his publication of an apparatus appearing in the Zentralblatt fir 
Gynikologie, 1923. Not the slightest mention of the inventor of the 
technic, Rubin, of New York, is made, except that those sufficiently in- 
terested and instructed may find, some twenty pages later, assembled 
in the bibliography, a reference to two of Rubin’s articles. I think 
that this all too common and widespread attitude requires no further 
comment, 

Opitz has given a very excellent description of x-ray therapy and 
other therapeutic methods including psychoanalysis. 


‘Handbuch der Frauenheilkunde fur Aerzte und Studierende. By E. Opitz. Verlag 
von J. F. Bergmann, Miinchen, 1927. 
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Volume Il covers numerous subjects. Baisch treats of sterility ; 
the late Prof. Amann the gonorrhei¢ diseases ; Miith, uleus molle and 
ives as Well as tuberculosis. Opitz wrote on septic diseases, Knauer 
on injuries due to foreign bodies and other insults: Halban on dis- 
placements ; Pankow malformations. 

The last 300 pages are taken up with a systematic discussion of the 
different organs. Jaschke discusses the vulva and vagina; Opitz, the 
uterus; von Franqué, diseases of the tube and ovary. The final chap- 
ter discusses quite completely the diseases of the urinary organs and 
intestines. 

On the whole, this book is really an important contribution to gyne- 
ecology. It is short, well illustrated, authoritative, and well edited. 
Were it not for the serious fault of what must be regarded as pur- 
poseful omission and disregard of all non-Germanic investigators, I 
would not hesitate to recommend this handbook to the American 
readers. 

Graff has written a monograph’ on sterility based on 376 tubal in- 
cufflations by the Rubin method. In 56 per cent of all the examined 
eases the tubes were not permeable. In 54 per cent of secondary sterili- 
ties. a direct connection with induced abortions could be elicited. The 
author considers tubal insufflation a safe procedure if every indication 
and contraindication is kept in mind. Of the 166 women with closed 
tubes, not one has become pregnant, whereas 14 per cent with pateney 
of the tubes have become pregnant, and 41.9 per cent of the women in 
whom the tube was first found closed, but opened after further insuffla- 
tions, became pregnant. The article is short and well written. 

The coneluding volume of Die Klinik der bésartigen Geschwiilste’ 
under the editorship of Paul Zweifel and E. Payr has come to hand. It 
may be considered the gynecologic volume of the series, covering as it 
does, the subjects of the breast and abdominal organs, the female genital 
tract, the urinary system, and concluding with radio and vaeeine ther- 
apy. The second volume, if published, has never been received by us. 

The volume under discussion, like the first one, is faultlessly pre- 
pared, is profusely illustrated, with numerous colored plates, and I 
am sorry to say, is correspondingly expensive, reaching the almost 
prohibitive price of $19.00 unbound. 

A short article on malignant chordoma is written by Guleke. <A 
comprehensive treatment of breast tumors is given by Otto Klein- 
schmidt. He emphasizes the etiologic importance of chronic mastitis. 
He gives an excellent deseription of the clinical and microscopic 
phases of the subject. The operative phase, as throughout the book, 
is handled in very short compass. The extremely great influence 
which Handley, as well as Bloodgood, has had upon modern concep- 
tion and treatment is not adequately emphasized, nor is the obtaining 
of frozen section at the operating table featured as it would be in any 
English or American textbook. 

The ovarian tumors have been dealt with by A. Diderlein whose de- 
scription is short and clear cut, and based largely on the old statisties 
of Pfannenstiel from which, although so valuable and comprehensive, 
the German gynecologists cannot seem to free themselves. Déderlein 


"Die Unfruchtbarkeit der Frau. By Dr. Erwin Graff. Verlag von Julius Springer, 
Wien, 1926. 

"Die Klinik der boesartigen Geschwuelste. By P. Zweifel and E. Payr. Verlag von 
S. Hirzel in Leipzig, 1927. 
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strongly advocates postoperative radiation after the removal of malig. 
nant tumors of the ovary. . 

E. Zweifel has covered the subject of tumors of the tubes and round 
ligaments and the statistics of the radiated uterine caneer. Pay] 
Zweifel, on the other hand, has described the mal'gnant tumors of the 
uterus. He still favors abdominal extirpation including the glands. the 
final removal of the uterus being performed vaginally after the peri- 
toneum of the pelvie floor has been closed over and the abdomen closed. 
in addition to radiation. His statistics, however, are not particularly 
convincing. 

Kiistner treats of malignant tumors of the vagina, vulva, and clitoris. 
Zangemeister has the discussion of the female bladder and urethra. 
Oskar Frankl describes chorionepithelioma, as well as the treatment 
of malignant tumors with radium and mesothorium, while Hermann 
Wintz deals with roentgen therapy. Keysser has written the para- 
graph on vaccine treatment. 

Joest has the very interesting section on malignant 


tumors of 
animals. 


This book, while of extreme importance because of the authorities 
who have written it, has lost somewhat by being too much in the form 
of a review rather than embodying the personal experience and feel- 
ings of the authors. And furthermore, the very cursory eareless 
bibliography robs the volume of much of its value as a book of refer- 
ence. However, even with these serious handicaps, we must consider 
volume III an important contribution to gynecology and pathology. 

Dr. S. Adolphus Knopf has published a third edition of the small 
pamphlet, The Medical, Social, Economic, Moral, and Religious Aspects 
of Birth Control’ The first edition appeared October 1, 1916. In brief 
and well-stated form the main arguments in favor of birth control and 
the birth control movement are presented. The object of birth con- 
trol, as the author says, is for the rights of the wife, the mother, and 
the children, so that the latter may be well wanted, well born, well 
loved and well reared. 


OBSTETRICS 


Designed for students and physicians, Zangemeister has written a 
bulky Textbook on Obstetrics.” He purposely has omitted references to 
the literature which, he claims, does not interest the practitioner. On 
the other hand, he has gone into great detail with statisties which he 
considers the final proof for various debatable points. His description 
of nidation is, for a book of this nature, apparently unnecessarily de- 
tailed. For nareosis he mentions morphine, chloroform, and the elass- 
ical twilight sleep. No reference is made to rectal anesthesia nor, to 
my surprise, is rectal examination of women in labor discussed at all. 

Keeping in mind his announced object, the author has given little 
attention to therapy except to such technics as can be used by the 
general practitioner. Ile is very conservative throughout. Of the 
$25 pages, 50 pages are devoted to the diseases of the newborn. All 


‘The Medical, Social, Economic, Moral and Religious Aspects of Birth Control. By) 
S. Adolphus Knopf, Ed. 3. 

*‘Lehrbuch der Geburtshilfe. By Prof. Dr. Wilhelm Zangemeister Verlag von S. 
Hirzel, Leipzig, 1927. 
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i: all the book impresses me as good, simple, and solid. Its viewpoint 
i‘; most objective and even at times, a trifle too impersonal. The il- 
lustrations are eood. 

The fifth edition of Wallich’s Elements of Obstetrics’? has been pub- 
lished under the editorship of Lévy-Solal because of the death of its 
author. This book has enjoyed popularity for the last twenty years. 
The volume is divided as heretofore, into three main portions: normal 
obstetrics, pathologie obstetrics, and operations. The book is notable for 
much information in extremely small compass which, however, is partly 
attained by very small print. The pictures are numerous and the 
cinematographic representation of various obstetric maneuvers on the 
manikin is particularly striking. 

A monograph dealing with contractions of the uterus by Demelin™ 
is based on some 55 publications of the author covering forty years of 
practical and laboratory research. He divides the layers of the uterus 
during activity into two muscles, the one of longitudinal fibers and 
the other of circular fibers, the intermediate layer being due to the 
fibers following the blood vessels. The longitudinal fibers dilate the 
lower segment and act in expulsion. The retraction ring is only of 
importance when it is complicated by edema, hemorrhage, or patho- 
logie spasm. This book may prove of importance to those teaching 
the theory of obstetries. 

Zimmermann has written a small brochure on the Diagnosis and Dif- 
ferential Diagnosis of Ectopic Pregnancy.? We finds the diagnosis easy, 
contrary to most authorities, but would weleome a reliable method of 
serodiagnosis nevertheless. On the whole it is an interesting little 
monograph well worth reading. 

The second edition of von Jaschke’s Physiology, Care, and Nutrition 
of the Newborn™ is considered in this connection because it is written 
by an obstetrician and gynecologist who is the director of the University 
Woman’s Clinic in Giessen. Von Jaschke says that just as it is the 
function of the obstetrician to look after the nasciturus, because we all 
consider prenatal care in our department, the neonatus equally deserves 
the attention of the obstetrician, before the newborn enters into the 
domain of the pediatrician. The author was pleased because the first 
edition appealed as much as it appears to have done, to the younger 
generation of obstetricians. The physiology is most carefully consid- 
ered. Fully two hundred pages of the monograph are devoted to this 
subject. The care of the newborn at the time of birth and durmg the 
Stay in the obstetrician’s care is discussed. Nutrition, the premature 
child, and nutritional disturbances of the breast-fed are carefully 
dealt with. A large bibliography completes this volume, which cer- 
tainly deserves the careful attention of those obstetricians who under- 
take the care of the newborn. 


"Elements D'Obstetrique. By V. Wallich. Indited by Levy-Solal. ied. 5. Musson 
et Cie, Paris, 1927. 

"De La Contraction Uterine et des Dyscinesies Correlatives. By L. A. Demelin. Gas- 
ton Doin et Cie, Paris. 

“Die Schwangerschatt ausserhalb der Gebaermutter (Diagnose und Differentialdiag- 
nose). By Prof. Dr. Robert Zimmermann. Verlag Georg Thieme, Leipzig, 1927. 

“Physiologie, Pflege und Ernachrung des Neugeborenen einschlieslich der Ernaehrungs- 
stoerungen der Brustkirde- in der Nere-burtszeit. Py Dr. Rud. Th. von Jaschke. 
Ed. 2. Verlag von J. F. Bergmann, Miinchen, 1927. 
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De Lee’s Obstetrics for Nurses’ has reached its eighth edition in 
twenty-three vears. This new edition contains the method of preparing 
the parturient with mereurochrome and iodine, as well as Gwathmey’s 
synergistic obstetric analgesia. If anything, this guide is too complete. 
but it ean be highly recommended for its clarity and inclusiveness. 

A second edition of Hannes’ Compendium of Obstetrics has been 
issued. This subject is covered adequately in short compass. 


ENDOCRINOLOGY 


The Clinical Textbook on Tnkre tologue and Tnkre tothe rapu um by Baye r 
and von den Velden is broadly planned and well executed if regarded 
solely from the point of view of the clinician, but too much of unproved 
empiric therapy is advocated to meet with present day standards, for, 
after all, endocrinology (a name less clumsy than inkretology) has ad- 
vanced sufficiently to warrant a sound and conservative treatment of 
the subject. 

Most of the authors are well known. Bayer himself has contributed 
the chapter dealing with the anatomy and physiology of the glands of 
internal secretion as well as with their bearing on pathology. The 
other editor, von den Velden, treats of diagnosis and treatment in 
general, as well as of the relation of internal medicine to endocrinol- 
ogy. Borchardt gives a short but striking description of the clinical 
syndromes which he has divided into six parts dealing with the thy- 
reid, the parathyroid, the hypophysis, the adrenals, the gonads, and 
finally, with pluriglandular diseases. Rosenfeld covers the subject of 
psychiatry and neurology, and Schiff pediatries. Bernhard Asechner 
has the chapter on gynecology and obstetrics. This author, in spite 
of his extensive laboratory training, is extremely uneritical in his 
therapy. His description of the treatment of ‘‘metropathia hemor- 
rhagica’’ on page 310 is worth analyzing. Under this caption he eval- 
uates under ten different headings, the treatment of practically every 
organ in the body, every external contact ineluding the method of 
living, diet, drugs (including the tonies and nervina, local stypties), 
hydrotherapy, venesection, curettage, underlying diseases, hypothet- 
ical autointoxication, as well as organotherapy. Needless to say, he 
defeats his own purpose by bewildering his reader. Incidently, x-ray 
castration might very well have been added for the sake of com- 
pleteness. 

To Bachrach has been assigned the subject of urology; v. Szily and 
Poos, ophthalmology; Kobrak, nose, throat and ear; Rothman, der- 
matology. Each chapter is completed by a bibliography which does 
full justice to German, but to no other sources. 

The book can be recommended to readers who are well versed in 
the subject as it contains much of value. I hesitate, however, in 
recommending it to the beginner or to the credulous, as so mueh un- 
sound and misleading doctrine has been incorporated. 


“Obstetrics for Nurses. By Joseph B. De Lee, M.D Ed. 8 Revised. W. B. Siun- 
ders Co., Philadelpiia, 1927. 
1 Kompendium der Geburtschilfe. By Dr. Walther Hannes. Urban und Schwarz:nb:1 


serlin, 1927 


Klinisches Lehrbuch der Inkretologie und Inkretotherapie. By Prof. Dr. Gustav 


Bayer and Prof. Dr. von den Velden. Georg Thieme, Verlag Leipzig, 1927. 
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The second edition of Zondek’s Diseases of the Endocrine Glands“ 
shows no great changes from the first one which was published only 
three years ago. Nevertheless the author has tried to present such 
additional acquirements as have come up in this rapidly changing 
field of medicine. The book is one of the few which is really on the 
whole, a safe clinical guide, being both well balanced and conserva- 
tive. Naturally, anyone seeking to find fault can find many minor 
omissions and commissions, but I should certainly place this book 
fully on a par with Falta’s well-known monograph. 

Three further installments of Hirsch’s Handbuch der Inneren Sek- 
retion'® have arrived. This series promises well. 

Jaffé and Berberich treat of the testes. They find no definite ana- 
tomie basis for the origin of the male sex hormone, and give a most 
unbiased presentation of all the facts to be entertained. The spermatie 
eells, the Sertoli as well as the Leydig cells, must be considered. Ex- 
perimental work including ligation, transplantation, ete., is described. 
The fact that there is an increase of interstitial cells in many unrelated 
diseases proves confusing. Tumors give no aid. The authors agree 
that Steinach’s ‘‘F”’ cells have never been substantiated. The only 
thing that they are willing to consider as definitely proved, is that 
the endocrine activity of the testes which is exerted on the secondary 
sex characters and upon libido, depends upon the epithelial elements. 

Fischer deals with the epididymis, prostate, and other accessory sex 
glands of the male. He feels sure that the prostate produces no in- 
ternal secretion. 

Bernard Aschner has two further chapters, the first one a long one 
on the physiology of the hypophysis. In this he gives a somewhat 
extended discussion of Cushing’s results, claiming independence and 
priority for himself. The effect of ablation is extensively entered into, 
as well as the results produced on the genital tract and metabolism. 

In a short chapter, the same author covers the physiology of the 
epiphysis. The effects, so far observed, are largely negative. 

Lahm treats of the physiology of the breast, coming to the seemingly 
justified conclusion that it exerts no internal secretory function. In 
the second chapter he treats of the uterus, vagina, and elitoris as 
organs of internal secretion. He speaks of the uterus as an ‘‘execretory 
gland’’ without apparently having noted the observation made by 
Goldberger and myself, which substantiates his contention, because 
the female sex hormone is excreted during menstruation from the 
uterus in five times the concentration that it occurs in the circulating 
blood. 

The same author likewise has written on the placenta as an internal 
secretory organ, and although aware of the numerous works in whieh 
lipoid placental extracts have been shown to contain the female sex 
hormone, he doubts all hormone action for the afterbirth. He still 
credits the ‘‘cholesterol derivative’? which Herrmann as well as 
Fraenkel and Fonda subjected to ultimate analysis as the ‘‘purified’’ 
hormone, although I, as early as 1917, and Allen and Doisy in 1925, 
have shown that cholesterol-free extracts are potent. 


“Die Krankheiten der Endokrinen Druesen. By Dr. Herman Zondek. Verlag von 
Julius Springer, Berlin, 1926. 
SHandbuch der Inneren Sekretion. Herausgegeben von Dr. Max Hirsch. Volumes 


Iund Il, Part 2. Volume III, Part 1. Verlag von Curt Kabitzsch, Leipzig, 1927. 
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Deusch devotes 70 pages to the discussion of hyperthyreosis. Con- 
siderable space is given to conservative treatment of hyperthyroid 
conditions. The vast number of statistics of the Mayo and Crile 
clinics are apparently unknown to him. 

Curschmann deals with the hypothyreosis of adults. In an appendix 
he speaks of Chagas’ disease, as well as of adiposis dolorosa, Wieland 
has covered the hypothyreosis of childhood. 

To Seigert has been assigned the athyreosis of childhood. 

As in the previous installments, although by no means complete, 
much bibliography accompanies the article. This handbook promises 
to be an extremely important addition to the subjeet of endocrinology, 

SURGERY 

One of my earliest and pleasantest recollections is the studying of 
Sir Frederick Treves’ Surgical Applied Anatomy as a freshman medieal 
student. It revives many memories to look through the eighth edition” 
of this standard and sterling treatise and to find it in the same form 
as that of twenty years ago. Since the death of the author many of 
the revisions have been under the auspices of Sir Arthur Keith, the 
present edition being revised by C. C. Choyee. The book has been 
kept up to date. Its study, as heretofore, will be a pleasant relief for 
the student from the monotony and drudgery of learning the routine 
anatomy. The book helps to fix facets by correlating them with prae- 
tical application to medicine and surgery. The latest acquirements 
and the latest trends are embodied in this new edition. For example, 
drainage of the thoracic duct for toxemia is mentioned as a proposed 
but not fully accepted measure. I would suggest that the picture of 
the lymphatics of the breasts should be modified to illustrate Hand- 
ley’s work which demonstrates the importance of the lymphaties ex- 
tending down toward the umbilicus. It is a pleasure to encounter 
such an old and tried friend which doubtless will be read with pleas- 
ure by many future generations of medical students. 

Feinblatt has written a short monograph on Transfusion of Blood.® 
The author has featured his own method which is a modification of one 
of the many syringe methods of direct transfusion. This small mono- 
eraph will be of interest to those who desire to look up the history and 
technic of this widely used procedure. 

Falk has written a very acceptable and very elementary book dealing 
with the Operating Room Procedure for Nurses and Internes.*' The 
technie used is that mainly of the French Hospital, New York, which 
scems, on the whole, to conform to well-accepted standards. Many oper- 
erations are described in outline and doubtless will prove a pleasant way 
for nurses to aequire an elementary understanding of what is going 
on at the operations at which they assist. 


MISCELLANEOUS 


A most interesting and inspiring book is that by Ndel Paton on the 


Physiology of the Continuity of Life** It contains an abundance of 


Choyce. Lea and Febiger, Philadelphia and New York, 1927. 
“Transfusion of Blood. By Henry M. Feinblatt. M.D Macmillan Co., 1926. 
AQperating Room Procedure for Nurses and Internes. By Henry C. Falk, M.D. G. P 

Putnam's Sons, New York, 1925. 


' Surgical Applied Anatomy. By Sir Frederick Treves, Bart Ed. 8, revised by C. C. 


“The Physiology of the Continuity of Life. By D. Noél Paton, M.D. Macmillan and 
Co. Ltd., London, 1926 


| 
| 
| 


REVIEWS AND ABSTRACTS 121 


niteresting data interpreted in a novel and often unorthodox fashion. 
A tremendous amount of eround is covered in this small volume. It 
follows that many observaticns which are not fully accepted have been 
incorporated, and others of doubtful value have been accepted as 
genuine. 

In the introduction Paton says that ‘‘physiology may be defined as 
the study of the adaptations of living things to their environment.’’ 
He tries to show how these adaptations arose. He reproaches authori- 
tative textbooks as having played a great part in obstructing the ad- 
vanee of science, especially in that portion which concerns reprodue- 
tion and inheritanee. The author claims to have presented the evi- 
dence and not the dogma, and begs the reader to judge the value of 
this evidence. Henee, if any criticism should follow, | am only obey- 
ing the injunction of Paton. 

In the early pages of the book the effort to bridge the gap between 
living and inanimate matter appears unsound and uneonvineing. 
Throughout the book the observation that structure and form are 
but the results of chemical changes is the keynote. Evolution is much 
more convineingly described. The author appears to believe fully in 
the inheritance of acquired characters while he intimates that Men- 
delian inheritanee is not universally valid. On the other hand, he 
tries to explain inheritance on the basis of the heredity of a definite 
line of metabolism. Consequently he does not agree to the soundness 
of Morgan’s attempt to reduce Mendel’s ‘‘factor’’ to a morphologie 
entity. To prove his theme he produces much evidence favoring a 
chemical view of inheritance, including the observations that some 
chemical action of the sperm is the prime factor in starting the divi- 
sion of the ovum. He emphasizes the enormous increase in oxygen 
consumption by the egg immediately after fertilization, which may 
attain the astounding figures of 8,000 per cent. Throughout he in- 
clines to the view that sex-linked inheritance is more quantitative than 
qualitative, and that therefore, there is distinét lability of sex. Chromo- 
some distribution, according to this view, is secondary to some more 
fundamental character and hence is not determinant. With the chromo- 
some theory of sex determination, lability of sex is hard to understand, 
and intersexual forms are almost impossible to explain. Therefore, the 
chromosome may merely be the expression of a general line of metab- 
olism, the soma being fundamentally neuter. He agrees with Marine in 
the propriety of calling the interrenal tissue the parasex tissue. 

Among the tremendous amount of evidence adduced, it is not surpris- 
ing that certain doubtful or fallacious experiments have been ineorpo- 
rated among them. I may instance the acceptance of Steinach’s peculiar 
interstitial cells (‘‘F’’ cells), supposedly characteristic of homosex- 
uality. The work of Harrington on the eorrect formula of thyroxin 
is not given, while Kendall’s original formula is featured in all its 
length. Sterility induced by injection of semen, as published by 
McCartney, has not stood the light of further investigation and should 
not be included. I was surprised to see that the fallacious experi- 
ments of Claypon and Starling on the effect of fetal extracts on the 
development of the mammary gland are still quoted by Paton. I 
thought that the work of Unger and myself, published in the Archives 
of Internal Medicine, May, 1911, had laid that ghost long ago, by prov- 
ing that the extracts used by Claypon and Starling were inert and that 
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the suppositious results obtained were due to the normal cyclical changes 
occurring in the mammary glands. 

All in all this is one of the most interesting and fascinating books 
that I have had the pleasure of reading in many a day. Any medica] 
man not immersed in the mere routine of practice, is urged to read it 
for both pleasure and instruction. 

The second edition of Du Bois’ Basal Metabolism in Health and Dis. 
ease*® is very much like the previous edition except that the text has 
been thoroughly revised and the chapter dealing with the surface areas 
and normal standard has been entirely recast and rewritten. At first 
the medieal profession considered basal metabolism a_ laboratory 
measure, largely of theoretic importance. In a short time it de- 
veloped that this was one of the most important elinical methods of 
diagnosis. The first 206 pages of the book are devoted to normal con- 
ditions. The basal metabolism, according to the author, should al- 
ways be noted in terms of the respiratory quotient rather than in 
terms of oxygen or carbon dioxide; also the results should always be 
recorded in the form of consumption of calories per hour. The econ- 
ditions of disease described are undernutrition, overnutrition and 
obesity, diabetes, diseases of the thyroid gland, of the blood, and of 
the kidneys, as well as the effect of fever and drugs. <A tremendous 
amount of information is presented suecinetly, clearly, and simply. 
A large amount of the most recent literature is available at a glance 
through the medium of the voluminous footnotes. 

A large pamphlet has been written by Liittge and v. Mertz on the 
Aleohol Extract Reaction (A-E-R).** This work done in Sellheim’s 
clinie is a modification of the Abderhalden ninhydrin reaction. In the 
introduction the authors note that only one-third of the various insti- 
tutes in which this reaction has been retested agreed with their find- 
ings. They presume to diagnosticate pregnancy, the sex of the fetus 
in utero, and the presence of carcinoma by means of the reaction. In 
ease of a male fetus, the reaction against testes extract is supposed to 
be positive. The treatise is very carefully written with every detail 
given, and with the most exhaustive quotation of the literature. It 1s 
a pity that so much faithful and careful work appears to have gone 
the way of previous serum reactions, as the literature denying the 
specificity or reliability of the test is constantly increasing. 

In the March number of International Clinics?® among the eontribu- 
tions Van Leewen speaks highly of diathermy for treatment of gonor- 
rhea, not mentioning whether male or female patients were treated. 
Anspacher described a chorionepithelioma. Anal and rectal cancer are 
written up by Driick. 

International Clinics, Volume IV, December, 1926, might well be 
ealled the foreign number, as of thirty contributions two are from 
Canada and thirteen from the pens of European authors. Among the 
latter are such well-known authorities as Max Borst and von Eisel- 
berg. 


Another book on the Mother and the Unborn Child®® has been added 


“Basal Metabolism in Health and Disease. By Eugene F. Du Bois, M.D. Ed. 2 
Lea and Febiger, Philadelphia, 1927. 


*Alkohol-Extrakt-Reaktion. A-E-R. zum Nachweis von Schwangerschaft, Karzinom, 
Geschlecht des Kindes u. s. w. By Dr. med. W. Liittge und Dr. phil. W. Vv 
Mertz Verlag von S. Hirzel in Leipzig, 1927 

*“International Clinics. Volume 1V, Series 36. J. B. Lippincott Company, 1926. 


**Mother and Unborn Child. By S. R. Meaker, M.D. The Williams and Wilkins Co.. 
Baltimore, 1927. 
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to the many covering this subject. It is from the pen of Meaker. It 
vives the essential facts clearly and in understandable language. 

; L’Hystérectomie Subtotale Oblique by Gomes** is a slight modification 
of the operation known as the Beuttner, Bell, Leecéne technic. The 
author by this technic tries to conserve a part of the endometrium to 
preserve the vessels and nerves of the ovary which is left behind and at 
the same time to insure sterilization by permanently interrupting the 
communication between uterine and tubal lumen. 

A very small monograph by Hoffmann on the immunizing and healing 
qualities of the skin (Hsophylarie)** has appeared. The author takes 
up the consequence of irradiating the various components of the skin, 
especially such effects as are exerted by light, chemical, and thermo ex- 
posure, and bacterial irritants. 

As usual the Annual Report of the Surgeon General of Public Health 
Service,”® this being for the fiscal year 1926, contains mueh of general 
interest but is entirely unsuitable for review. 

A statistical report of great importance is that on Birth, Stillbirth 
and Infant Mortality for the Birth Registration Area of the United 
States, 1924, issued by the Department of Commeree.*® Three new 
states, Florida, Iowa, and North Dakota have been added to the regis- 
tration area. The number of stillbirths were in the ratio of 3.9 to 100 
live births with an infant mortality under one year, with a ratio of 70.8. 


Selected Abstracts 


Uterine Carcinoma 


Iseki, H.: Carcinomatous Polyps and Polypoid Carcinomata. Archiv fiir Gynii 


kologie, 1924. exxn, 778. 


The author reports the microscopic findings of seventeen cases found in the Berlin 
Frauenklinik since 1905. Most of the patients were between fifty and sixty years of 
uge, the youngest being thirty-six years old. There was one polyp in nine eases, two 
in three cases, and the remainder had multiple polyps. The majority were located in 
the fundus and ranged in size from that of a pea to that of a man’s fist. Nine wer 
primarily benign polyps which beeame carcinomatous secondarily. These showed 
areas of purely edematous tissue, or a capsule or both. Five showed no substructure 
and the author considers them to be primary polypoid carcinomata. The remaining 
three cases were of doubtful structure. Several of the apparently benign polyps 
were found only after careful microscopie studies to have undergone malignant 
transformations. The author recommends, therefore, a careful microscopic examina- 
tion of every uterine polyp which is removed and believes that hysterectomy is indi 
cated if such malignant changes are found, on the basis that, even if the base is 
free from malignaney, there may be lymphatie or implantation metastases. 


A. REIs. 


“L’Hysterectomie Subtotale Oblique. By Martin Gomes. sarcellos, Bertaso and Cia., 
Porto Allegre, Bresil, 1927. 

“Die nach innen gerichtete Schutz- und Heilwirkung der Haut (Esophylaxie). Mit 
besonderer Beriicksichtigung der Tuberkulose. By Dr. Med. Erich Hoffmann. 


Verlag von S. Karger, Berlin, 1927. 
“Annual Report of the Surgeon General of the Public Health Service of the United 
States for the Fiscal Year 1926. Washington Government Printing Office, 1926. 
“Birth, Stillbirth, and Infant Mortality Statistics for the Birth Registration Area of 
the United States, 1924. Washington Government Printing Office, 1926. 
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Luden: The Relation of Cholesterol Metabolism to Malignant Growth. The Meu. 

ical Woman’s Journal, 1926, xxxili, 45. 

Cholesterol metabolism still presents many problems, but two things are known 
definitely: (1) it fights infection, and (2) it helps cells to multiply. Lanolin, very 
rich in cholesterol, when fed to tar cancer animals caused a more rapid hyperplasia, 
deeper down-growth, more extensive keratosis, and shorter life. In a group of twelve 
rabbits, Dr. Luden used four as controls, in four she placed wires in one ear and 
applied tar, in the other four sl 


ie placed wire in the ear, used tar, but also fed 
cholesterol. 


The blood of the cholesterol fed group showed ten times more choles- 
terol than the other two groups. Cell proliferation only occurred to a small extent 
on the tarred surface of the uncholesterin fed group, while in the cholesterin fed 


group it was marked and showed downward growth on both surfaces. 


ADAIR AND Bor. 


Aguinaga, A.: Cancer of the Cervix in a Fourteen-Year-Old Girl. 


Gyneeologia y d’Obstetricia, July, 1925, p. 247. 


Revista de 


Aguinaga reports the case of a fourteen-year-old girl who entered his clinie Feb 
ruary 28, 1925, giving the following history: 


First menstruation occurred in June, 
The menses were always more or less irregular and excessive both in dura- 
tion and the amount of flow. Complete cessation occurred in June, 1924. At that 
time a yellow discharge appeared and the patient became weak, and suffered from 
vertigo at times, headache and pains in the iliae fossae which radiated into the 
lumbar region and the root of the coeceyx. These symptoms were contributed to 
anemia and ovarian dyserasia. She was given a tonic and ovarian therapy. This 
treatment was of no avail and the patient entered the hospital for examination and 
treatment. 


The patient appeared weak and pallid and there was some abdominal tenderness 
in the right iliae fossa. Vaginal examination showed the vagina almost filled with a 
vegetating tumor of the cervix. The tumor was friable and bled very easily upon 
palpation. The uterus was of normal size but its mobility was somewhat limited. 


A large part of the tumor was removed with scissors and the cervix cauterized to 
stop the bleeding. Microscopic examination showed this tumor to be a papillary 
carcinoma of the cervix. The malignaney was treated with radium and in three 
months time the growth had entirely disappeared and the result appeared to be 


very good. JAMBPS M. PIERCE. 


Gais, Elmer S.: Simultaneous Occurrence of Carcinoma and Tuberculosis of the 
Uterus. Archives of Pathology and Laboratory Medicine, 1926, i, 542. 
The author reports 28 cases 


including one personal observation, where both 
lesions oecurred simultaneously. The phenomenon is similar to the same association 
of eancer and tuberculosis in other organs such as lung, larynx, stomach and intes- 
fine, In 7 of 18 eases in which the age is recorded, the patients were in the fourth 
decade of life, a period of greater frequency of carcinoma and of lesser frequency 
of tuberculosis. 


The combined pathology was discovered in biopsy material not having been sus- 
pected before operation, relief usually being sought for pelvic symptoms attributable 
to tumor. The author points out that a pelvic tumor occurring in a person with a 
known tuberculous focus should make one suspicious of such combined pathology. 
The causal relationship between the two processes is a mooted question. Some 
pathologists favor the view that an already existing tuberculous process with econ- 


tinuous irritation by the tuberculous toxin may give rise to a malignant tumor, while 
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others believe that the eachexia accompanying a carcinoma makes it easily possible 
for tubercle bacilli to implant themselves. In a number of cases the association 
gems to have been merely coincidental. W. B. SERBIN. 


watson, B. P.: Malignant Disease of the Pelvic Organs; the Problem of Cancer 
of the Uterus. British Medical Journal, 1925, ii, 279. 


Caneer of the uterus caused 16.5 per cent of all deaths from cancer in females in 
England in 1923. Cancer of the breast causes a mortality only slightly higher. 
Cancer of the cervix is ten times as common as cancer of the corpus. It is a dis- 
ease of parous women, there being 90 per cent in parous and 10 per cent in nullip- 
arous women. Injury to the cervix by childbearing and constant irritation are 
contributory causes of cancer. If local irritation is a factor in producing eancer, 
how ean it be diminished and thus the incidence of cancer be decreased? First, by 
abstinence from all procedures which tend to produce deep lacerations, as forcible 
dilatation of the cervix in labor, and the application of foreeps before the eomple- 
tion of the first stage. Secondly, by thorough treatment and, if necessary, repair 
of lacerations. Early cases are local and curable. Those eases are classified as 
‘operable’’ in which the disease is confined to the cervix or extends slightly to the 
vaginal wall, and in which there is no fixation of the uterus, or obvious secondary 
deposits. In the Johns Hopkins Hospital only 51 per cent were found operable, and 
in an Edinburgh elinie only 27 per cent. Sehmidt finds that when irregular vaginal 
bleeding is of less than three months duration the cancer is probably limited to the 
cervix and is operable. If the bleeding is of longer duration and if there is pain, 
the parametrium is involved. In 25 per cent or more of the early cases of cancer 
limited to the cervix the cure is permanent after radical operation. Where the 
eancer was limited to the corpus, Norris and Vogt had 44 per eent cures for three 
years’ duration. The question of the preference of radium over surgery depends on 
the individual and his experience in using these methods. Radium fills an important 


place in borderline and in inoperable cases. ADAIR. 


Flaischlen: The Cure of Early Cancer of the Body of the Uterus by Curettage. 


Deutsche medizinische Wochensehrift, 1925, li, 1161. 


The author cites two of his cases. The first was ecuretted for bleeding and the 
pathologic examination showed adenocarcinoma. A hysterectomy was not done be- 
eause she had no further symptoms. Thirteen years later he removed from her a 
malignant eystadenoma of the ovary, the size of a man’s head and she has remained 
well for two years. He does not believe that there was any relation between these 
two growths. The second case had a similar curettage and diagnosis, and was also 
given x-ray treatment for fibroids. She has remained well for four years. He con- 
cludes that early carcinoma of the body of the uterus ean be cured by curettage but 
such cases are the exception and not the rule. I’. A. PEMBERTON. 


Ludwig, F.: Is Biopsy or Curettage in Carcinoma Patients to Be Advised or 
Avoided? Schweizerische medizinische Wochenschrift, 1926, lvi, 169. 


Every physician has met the problem of deciding whether the patient has an 
early uterine carcinoma or not. It is probably true that in attempting to obtain tis- 
sue for a definite diagnosis, either by biopsy or curettage, blood and lymph chan- 
nels are opened and that the tumor material may thus be dispersed with the chance 
of causing metastases elsewhere, but thus far, certainly from clinical experience, it 
remains justifiable to remove a portion of the suspected tissue for accurate histologic 
diagnosis. A. C, WILLIAMSON. 
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Astériadés, Tasso: Atrophying Ligatures as a Palliative Treatment in Inoperable 
Cancers of the Uterus. Gynécologic et Obstétrique, 1924, x, 25 


20. 


The author does not propose to proclaim or advise atrophying ligatures as the 


best form of treatment of inoperable cancers of the uterus. In many instances, how- 
ever, life can be prolonged and the suffering and hemorrhages alleviated. 


The case 
ol 


a patient for whom the operation gave an additional fourteen months of life, 
besides effecting a regression of the tumor, is cited. 

The history of atrophying ligatures dates back even before the time of Harvey, 
and following his discovery of the circulation of blood the procedure was used exten- 
sively on all types of inoperable tumors. Of late years it has come in disrepute but 
nevertheless it has its distinct place in surgery. 

In inoperable cancers of the uterus the most favorable results have been obtained 
in ligating the hypogastric arteries, although the uterine, ovarian, and internal iliaes 
have all been ligated with varying success. Sometimes collateral circulation becomes 
well established and the uterus continues to be well supplied with blood, but even so 
the hemorrhages are less and a transitory amelioration of symptoms is appreciable. 
The use of atrophying ligatures, with or without curettage, has been practiced for 
hemorrhage, foul discharge, and for pain. 


o The author has collected some data from 
the literature and found that in 41 eases of hemorrhage, there have been 16 perfect 
results, 15 good, 5 mediocre, and 5 failures. In 39 eases with foul discharge, there 
have been 15 perfect results, 8 good, 11 mediocre, and 5 failures. In 14 eases the 
effect of ligation on the severe pain was as follows: 1 perfect result, 


3 good, 5 
medioere, and 5 failures. 


One of his patients, forty-two years old, had a large, ulcerated, cauliflowerlike 
cervix which bled profusely at the slightest touch. The lateral right half of uterus 
was irregular and hard and there were hypertrophied lymph nodes in the adnexal 
region. It seemed an operable case and a typical Wertheim operation was attempted. 
The tissues, however, were very friable and every manipulatory endeavor found im- 
possible. The only recourse was to ligate the hypogastrie arteries. Later the cervix 
was curetted and ecauterized with heat. After the tenth day there was no bleeding 
or necrotic sloughing. Recovery was remarkable. 

Sixteen months after intervention, she felt well, did not suffer much and had no 
hemorrhages. Periods were regular and there was only slight, odorless, white vaginal 
discharge. Vaginal examination showed a hard, irregular sear, not bloody, and on 
speculum examination it was found that the cauliflower mass had disappeared. She 
had a return of her symptoms and died from hepatic and pulmonary metastases, 
twenty-two months after the ligation. ADAIR AND PIERCE. 


Recasens: Variations in Technic of Radium Application in Cancer of the Cervix 
According to Its Histologic Structure. Revista Espanola de Obstetricia y 
Gineeologia, 1924, ix, 193. 


It has been found that exuberant cancerous growths of the cervix which rapidly 
fill the vagina with epithelial tissue are especially favorable for radium treatment, 
whereas infiltrating slowly growing forms are much more resistant. During the past 
two years the method of radium treatment practiced in the author’s clinie has in- 
cluded a preliminary curettage of the growth down to its basal layer in order to 
expose the most actively proliferating cells to the action of the radium; a small 
section of the basal layer is then removed and examined microscopically. Twenty- 
four to thirty fields of tissue are then gone over with oil immersion lens, and the 
crowth is elassified as: (1) Radioresistant, if the number of cells found in direct 
division and mitosis average one-half or less to field; (2) Slightly sensitive, if 
average is one-half to two per field; (3) Radiosensitive, if average is more than 
two per field. 
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Radiosensitive cases are treated with 100 mg. of radium for forty-eight hours. 
One month later they are examined again and if induration persists or if bloody 
discharge has occurred 30 mg. are applied for eighteen hours. 

Slightly sensitive cases are treated with 100 mg. for twenty-four hours, repeated 
at ten- to twelve-day intervals for three weeks; then, after interval of three weeks 
they are treated twice at three week intervals with 30 mg. for twenty-four hours. 

Radioresistant cases are started with a dose of 30 mg. for twenty hours with a 
second dose of 100 mg. eight days later. Three weeks later the radium is reapplied 
in doses of 12 to 15 mg. every ten to twelve days for two or three months. Certain 
eases where the distribution of cancerous tissue is irregular are treated by inserting 
needles with 10 mg. of radium into the indurated areas for a period of twenty-four 
to thirty-six hours, repeating this exposure eight, fifteen, and in some cases twenty- 
four days after the first. TuHos. R. GOETHALS. 


Clark, John G., and Block, Frank B.: Relative Values of Irradiation and Radical 
Hysterectomy for Cancer of the Cervix. The Atlantic Medical Journal, 1924, 
xxvil, 696-699. 


The authors draw the conclusion that radium is a palliative remedy of inestimable 
value in the great majority of hopeless surgical cases and of absolute curative value 
in a small percentage. While it challenges most favorable comparison with the 
radical abdominal operation, nevertheless they take no issue with the skillful spe- 
cialist who still adheres to the radical viewpoint, provided he supplements his opera- 
tion with postoperative irradiation. As to anteoperative irradiation, they are still 
doubtful, and await with interest the report from those clinies in which this pro- 
phylactic plan is employed. ‘To discard o1 fail to use this new remedy as an adjunct 
to surgical measures in the face of such statistics as are now available should lay 
the objector open to a charge of criminal negligence. C. O. MALAND. 


Hernaman-Johnson, Francis: The Analgesic Effects of X-rays in Cancer and 
Other Painful Disorders. The Practitioner, 1926, exvi, 314. 


Hernaman-Johnson discusses the pain relieving properties of the x-rays in cancer 
and other painful disorders and points out that they share these properties with 
other forms of radiation, radiant heat, and ultraviolet light. The relief of pain by 
heat is so well known a phenomenon that it is accepted as a matter of course, and 
excites neither incredulity nor wonder. It is generally ‘‘explained’’ by stating that 
the benefit is due to dilatation of surface capillaries. X-rays also produce capillary 
dilatation, though not of an obvious type. In neither instance is the explanation 
adequate, nor is the clinical result either more or less mysterious in the one case than 
in the other. ADAIR AND PROSHEK. 


Daels and De Backer: A New Technic for Radium Treatment of Cancer of the 
Cervix. Le Progres Médical, 1924, No. 38, p. 558. 


These authors feel that treatment of cervical cancer by x-ray is unsatifactory 
because the normal tissues also are subjected to prolonged radiations. It does, 
however, offer the advantage of radiating the lymphatic tissues of the pelvis en 
Masse, a factor not accomplished when radium is used in the vagina. Therefore, 
these authors have worked out a technic by which they expose the parametrial 
lymphatics to radium by the extraperitoneal introduction of radium tubes. To this 
method they have given the name of ‘‘Radium Drainage’’ or ‘‘ Radium Wertheim.’’ 

The capsules contain 3.3 mg. of radium element, filtered by 0.5 mm. of platinum. 
Two such capsules are contained in a sheath of 1.5 mm. of platinum. Two sheaths 
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made up in this manner are introduced into an India rubber tube to which is at- 
tached a chain. The chains attached to each tube are sufficiently different to enable 
them to be used as markers. These tubes are then introduced into the parametrium 
through three small incisions. 

The first series is placed one on either side of the pelvis in such a way that they 
lie between the ischial spines and the lateral sacral borders, the chains passing in 
front of the sacral iliae articulations. The second series of tubes is introduced 
laterally through small incisions just internal to the anteroir superior iliac spines. 
By means of a long curved forceps the radium tubes are pushed down to the level 
of the ischial spines. The third incisions are made along the external borders of the 
recti muscles one-half way between the anterior superior iliac spines and the mid- 
line. The aponeurosis is divided and the radium tubes pushed down along the lateral 
walls of the bladder to the levels of the lower incisions. The placing of the tubes 
is controlled in all instances by x-ray. 

The doses employed have been for both the anterior and posterior sets of tubes 
as follows: four capsules of 3.3 mg. of radium element filtered by 2 mm. of platinum 
making 52.8 radium elements. To this must be added the 16 radium elements con- 
tained in the middle row or a total of 68.8 radium elements in all. The exposure 
was three days making 36 to 40 MCD. The cancerous crater was at the same time 
radiated by 50 radium elements for three days making 28 to 30 MCD. 

There were twenty-three cases treated by this method all but three of which were 
beyond the stage of operability. Eight of these twenty-three or 34 per cent were liv- 
ing and clinically cured two and one-half years following treatment. 


THEODORE W. ADAMS. 


Schmitz, Henry: Five Year End-Results Obtained in Carcinoma of the Female 
Pelvic Organs with Special Reference to Radium and X-ray Therapy. Surgery, 
Gynecology and Obstetrics, 1924, xxxix, 775. 


The five year end-results of radiation treatment of primary carcinomata of the 
female pelvic organs are presented. The absolute curability in a series of 180 cases 
is 15 per cent; the relative ecurability in 37 cases of clearly localized, single growth 
with a suspicion of beginning invasion of surrounding tissue is 46 per cent. 

The radiation treatment of carcinomata of the female pelvic organs compares 
favorably with the surgical treatment. The grouping of carcinoma cases should be 
based on the results of the physical examination and not on the subjective interpre- 
tation of operability or inoperability. 

The radiation treatment of recurrent carcinomata of the female pelvic organs has 
given only temporary subjective palliation, evidently due to the delay in applying 
for treatment soon after the operation. Patients who have had incomplete surgical 
operations should be subjected immediately to radiation treatment. 


Wma. C. HENSKE. 


Cron, Roland S.: End-Results in the Treatment of Carcinoma of the Cervix. 
Wisconsin Medical Journal, 1924, xxiii, 12S. 


The author reports the outcome of patients suffering from carcinoma of the 
uterine cervix who were examined and treated in the department of obstetrics and 
gynecology at the University of Michigan from 1902 to 1920. Of the advanced in- 
operable cases, 320 out of 380, about one-half received some form of treatment but 
only 85 cases could be definitely traced. Every patient excepting one eventually 
died directly or indirectly from the uterine malignancy. Of all the palliative meas- 
ures used, the actual cautery seemed to give the best results. The palliative meas- 
ures, however, have only given temporary relief from the profuse and foul discharge 
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and frequent bleeding. Of the 60 cases, where the disease was confined to the cervix 
and treated by radical abdominal operation, 40.9 per cent are living and well five 
or more years after operation. Primary mortality from shock or hemorrhage is 26.6 
per cent but 60 per cent of those who survived the operation were permanently cured. 
Of all the eases of cancer of the cervix seen in the clinie only 5 per cent, however, 
were permanently cured. F. J. Sousa. 


Rouffart, E.: The Treatment of Cancer of the Cervix. Bruxelles Medical, 1926, 
vi, 519. 


Rouffart, after having treated cervical cancer of various stages with radium, has 
returned to the radical operation in operable cases. Radium and deep radiation 
therapy are used as palliative measures in the inoperabie cases and as an adjuvant 
to surgery in those cases where there is some broad ligament involvement. This pro- 
cedure has been adopted because so many of his apparent cures after radiation in 
operable cases, have had, after several years, a return of the malignant pathology. 
Therefore he has come to feel that the results of radium alone are inconstant and 
deceiving. In concluding he states that as soon as serology, radiation, or any other 
form of treatment gives a solution to the cancer problem he will gladly abandon 
surgery but that, at present, in his hands at least, the latter procedure gives the best 
ultimate results. THEODORE W. ADAMS. 


Schmitz, Henry: The Treatment of Ovarian Cancers with Combined Surgical and 
Radiologic Methods. Wisconsin Medical Journal, 1924, xxiii, 125. 


The author draws the following conclusions: (1) Operable ovarian cancers must 
be removed by an abdominal panhysterectomy and the operation followed by short- 
wave length x-ray therapy. (2) Inoperable ovarian cancers should be subjected to 
operation and the tumor masses removed if removal is possible. The incomplete 
operation as well as the clearly inoperable cases must be treated with the combined 
method of radium and short-wave length x-ray therapy. (3) Radiation therapy 
often causes an arrest of the growths, frequentiy even resolution with apparently 
normal bimanual findings and subjective well-being lasting for years. (4) Serous 
papillary and pseudomucinous cystadenomata with ascites and peritoneal implanta- 
tion growths should be treated the same as ovarian cancers. F. J. SOuBA. 


Engelhard: Concerning the Influence of Salvarsan Injections on Uterine Cancer. 
Nederlandsch Tijdschrift voor Verloskunde en Gynaekologie, 1924, xxix, 300. 


A primipara was delivered in 1914 of a live child which, however, developed ulcers 
of the feet when three weeks old and died eight weeks after birth. The mother had 
had five mereury injections in the latter part of her pregnancy. She remained well 
until 1921 and the Wassermann reaction of her blood was persistently negative. At 
this time an elevated area appeared on the posterior lip of the cervix which had 
occasioned a watery discharge and slight bleeding for three months before she ap- 
plied for treatment. It was decided that the ulcer was either a primary chancre or 
‘an ulcerating gumma. After three salvarsan injections, the lesion disappeared com- 
Piletely, leaving the cervix smooth. Antiluetic treatment was continued. After seven 
Tnonths the patient returned, having lost considerable blood during the past six 
weeks. The entire cervix was now rough and bled when touched. Excochleation 
yielded a large amount of tissue which proved to be a basal cell carcinoma. Infiltra- 
tion of the parametrium made the case inoperable. 


Engelhard discusses the possible relationship in this case of lues and carcinoma 
and quotes other authors who saw similar improvement, after salvarsan injection, in 
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zases of carcinoma in presumably luetie patients. Since various observers have re. 
ported a positive Wassermann reaction in from 10 to 84 per cent of patients suffer- 
ing from cancer, however, he cautions against being misled by this test in the differ- 
ential diagnosis between these two diseases. R. E. Wosvs. 


Green: Chorion-Epithelioma with Cerebral Metastases. The Medical Journal of 
Australia, 1924, ii, 498. 


The case reported by the author has been subjected to a number of curetments 
previous to the present condition. Her last illness resulted in an absolute respiratory 
failure, the pulse remaining good even after respirations had completely ceased. 

Postmortem examination showed involvement by the malignant growth of the 
uterus, lungs and brain. Of particular interest are the postmortem findings in the 
brain itself. There was a large, cystic cavity containing old blood filling the right 
front lobe, and a solid tumor, not quite 15 mm. in diameter, deep in the occipital 
lobe. 

The writer points out two important phases as illustrated by this particular ease. 
First, the characteristic history of recurrent hemorrhage associated with pregnancy; 
and secondly, the necessity of microscopic examination of all curettings. 


NorMAN F. MILLER. 


Extrauterine Pregnancy 
Kok, F.: Etiology of Tubal Pregnancy. Klinische Wochenschrift, 1925, iv, 1213. 


The author does not think that markedly tortuous tubes and so-called tubal diver- 
ticula play as important a role as Freund and Werth had maintained. The tubes of 
animals, such as the cow, always are very tortuous. Tubal diverticula are much more 
common in hogs than in the human; indeed, the author found this condition in 25 
to 30 per cent. To date, there is reported in the literature only one case of tubal 
pregnancy each in the cow and the pig. 

It cannot be denied that tubal pregnancy in the human is due in many cases to 
congenital or developed (especially inflammatory) tubal changes, resulting in a nar- 
rowed lumen, too small for the relatively large ovum to pass through, but large 
enough for the sperm. This pathologic implantation in a tube changed by inflamma- 
tion can be explained in another way. 

A damaged ciliated epithelium is probably not the cause. The total disappear- 
ance of ciliated cells in the tubal epithelium is physiologic in many animals. This 
loss of cilia occurs during or just following ovulation, therefore, at a time in which 
the egg has to pass through the tube. 

The main factor in conveying the ovum to the uterus is the contraction of tubal 
musculature. These peristaltic movements have been disregarded to a great extent 
up to the present time. 

The author has been able to demonstrate such peristalsis in experimental work. 
It is probable that this movement is mechanically stopped on one side or the other. 
This is common following inflammation. Schroeder says that a peristalsis, hindered 
and interfered by perisalpingitic adhesions, may not be able to transfer the ovuny 
into the uterus. Sellheim thinks a connective tissue infiltration may detract from thé 
capacity of tubal musculature to contract. In infantile tubes the musculature is 
only poorly developed. The strength and manner of muscle contraction show a rela 
tionship to ovulation. Putnin comes to the conclusion that the ovum itself is active 
by liberating the hormones necessary to start the transport mechanism, of which the 
most important factor is that of peristalsis. Furthermore, it seems plausible that a 
qualitative or quantitative variation in the hormon of the ovum, even with an in- 
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tact tube, will prevent or alter the time of the normal tubal contraction. Thus, the 
egg itself is responsible for extrauterine implantation. An abnormal hormon fune 


tion of the fertilized egg might inhibit the peristalsis an unusually long time. 


ADAIR AND SAFFERT. 


Laurentie and Moussali: Extrauterine Pregnancy Which Followed a Tubal Pa- 
tency Test. Bulletin de la Societe d’Obstétrique et de Gynéecologie de Paris, 


1925, xiv, 492. 


A thirty-year-old patient who had had a puerperal infection in 1911 complained 
of sterility. A Rubin test was done on March 14, 1924, and the tubes were found 
to be patent. There were no menses after this and when examined on June 1], a 
tender, immobile tumor, the size of a child’s head, was found on the left side. The 
patient had a metrorrhagia and a diagnosis of extrauterine pregnancy was made. 
Three days later a large thick piece of decidua was expelled and two days after this 
the patient had chills, fever, and tachycardia. A laparotomy was done and a large 
intraligamentary hematocele was found on the left side, due to a rupture of the left 
gravid tube. A three-months embryo was found among the blood clots. This was 
the only accident the author had in a series of 70 Rubin tests. J. P. GREENHILL. 


Schlink: A Clinical Contribution on Internal and External Migration of the 
Ovum and the Importance of Excising the Intramural Portion of the Fallopian 
Tube in the Operation of Salpingectomy. The Medical Journal of Australia, 


1924. i, 555. 


The author presents an intensely interesting article with review of the literature 
and presentation of cases which affords convincing clinical evidence of the various 
forms of migration. Numerous excellent cuts are included which help to clarify the 
discussion. 

The first case presented by the author illustrates external migration of the ovum. 
This patient had been operated for ectopic gestation of the left side and an ovarian 
eyst of the right side. The left ovary and the right tube had been left in place. 
The patient had had several subsequent pregnancies, following which she was again 


operated upon, at this time for retroversion of the uterus and umbilical hernia, a 
which time the author was able to inspect the result of the previous operation as 
mentioned above. He found no evidence whatsoever of recurrent patency in the left 
tube, the side on which the ovary remained. Apparently the pregnancies which oc- 
curred following that operation could have oceurred only by external migration of 
the ovum from the left ovary, through the right tube into the uterine cavity. 

The second case reported by the author illustrates internal migration of the ovum. 
This patient, three years previous to the time she was seen by the author, had had 
an operation for the removal of the right tube and ovary. The patient was brought 
into the hospital in a condition of shock and before anything could be done the pa- 
tient died. A postmortem examination, however, showed a mass at the region of the 
right horn, the size of a small orange. This mass showed a large, irregular perfora- 
ifion through which chorionie villi were protruding, and a sac filled with amniotic 
fduid in which was suspended a three or four months’ embryo. The uterine cavity 
iitself contained also a three to four months’ pregnancy. This case illustrated inter- 
mal migration of the ovum, since the ectopic pregnancy took place in the blind canal 
ot the remaining portion of the right tube. 

The third ease reported by the author illustrates both external and internal migra- 
tion of the ovum. This patient was operated upon for an inflammatory condition of 
the pelvis. A left salpingectomy and right oophorectomy were performed. The intra- 


mural part of the tube was not excised. Two years later the patient revealed a 
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large, irregular rent in the position of the cut off stump of the left tube, the ragged 
edges being covered with much blood. No fetus, however, was found. In this case 
it was neeessary for the ovum to pass from the left ovary over to and through the 
right tube, then across the uterine cavity to the remaining portion of the left tub 
illustrating the external and internal migration of the ovum. 

In coneluding the author brings out the practical aspect of this condition as well 
as the question of migration, stressing the point that it is necessary to remove the 
entire intramural or muscular portion of the tube at the time of doing the salpin 


gveetomy. NORMAN F. MILuer. 


Zimmermann, R.: The Formation of Decidua in the Gravid Tube. Monatsschrift 


fiir Geburtshilfe und Gyniikologie, 1926, Ixxii, 30. 


In over 100 specimens Zimmermann found a more or iess marked decidual reae 
tion in most of the fallopian tubes during uterine pregnancy. In a ease of tubal 
pregnancy a definite decidual reaction was found. 

The mucosa of the tube cannot form a spongiosa and compacta because of the 
lack of proper gland elements, hence it always consists of a compacta only. In 
many cases of tubal pregnancy an inflammatory process is the cause. In many eases 
of chronic endosalpingitis there is an atrophy of the mucosa. If an ovum becomes 
embedded in such a mucous membrane, the fetal elements soon reach the musculature 
of the tube because the mucosa is very thin. Furthermore, there is very little 
decidual reaction in such a mucosa. In the cases of normal mucosa, however, when 
an ovum embeds itself, a decidual reaction can occur. This may explain the cases 
in which a decidual reaction is lacking at the site of implantation in the tube but is 
found in another part of the tube. Such an explanation supports the hormonal 
theory as opposed to the theories which claim that the development of. decidua in 
the tube depends upon an inflammatory process. J. P. GREENHILL. 


Momigliano, I.: Recurrent Tubal Pregnancy. Archivio Italiano di Chirurgia, 1925, 


xi, 792. 


Describing 16 observations of a reeurrence of tubal pregnancy and considering 
carefully the extensive literature on this problem, the writer draws the following 


noteworthy conclusions: A recurrence is likely in about 5 per cent of operated cases. 


An intrauterine pregnancy follows in about 28 per eent of the cases having had an 
extrauterine pregnancy. The recurrence is more likely when the pregnant tube was 
not completely extirpated. The implantation of an ovum in the other tube is favored 
by a salpingostomy made for more or less marked occlusion. The very same causes 
which were responsible for the first tubal pregnancy most often also lead to the 
recurrence, especially in cases not operated upon. The risk of a second extrauterine 
cestation is not large enough, however, to justify sterilization. The surgical treat- 


ment on principle should be conservative. Huco EHRENFBEST. 


Roca, M. Garriga: Contribution to the Study of the Pathology of Ectopic Preg- 
nancy. Revista Espanola de Obstetricia vy Ginecologia, 1925, x, 97. 


Roea reports a case of a woman in labor at term brought to the Barcelona clinie 
in a state of exsanguination. Delivery was effected promptly, but the patient diqd 
before the third stage was terminated. Autopsy showed a general acute anem1 


with a large fibroma of the lower uterine segment from which the bleeding ha 


eurred. An adnexal tumor was found occupying the piace of the left ovary, 
12x9x9 em. noninflammatory and filled with old blood. The walls of the ey +t re 
some 4 mm. in thickness, smooth throughout save for two carneous papillary ¢ 


tions at the hilum, which on microsecopie examination were found to be comps 
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compact decidual tissue. No lutein cells or chorionie villi were found. The author 
believes that this represents an ovarian pregnancy interrupted by ovarian apoplexy. 

He reviews the various theories of causation of ectopie pregnancy, and concludes 
that the ovum becomes fixed in its ectopie site not because of mechanical obstruc- 
tions (polyps, fibroids, cysts), or of inflammatory conditions (tubal catarrh, endo- or 
perisalpingitis), but because the particular ovum has undergone acceleration of its 
development and growth, and because of a marked decidual reaction in either the 
tube or the ovary. This process is atavistie (ef. implantations in rat, rabbit, and 
ouinea pig). Beeause the peritoneum has never been found to undergo a decidual 
reaction, primary abdominal pregnancy is therefore probably impossible. 


Tnos. R. GOETHALS. 


Le Filliatre: Appendicitis and Extrauterine Pregnancy. Journal de Médicine de 
Paris, 1925, xliv, 140. 


Le Filliatre reports the following case: Patient, twenty-eight years old, had been 


suffering for the two previous years with intermittent attacks of abdominal pain, 
which had been diagnosed and treated as appendicitis. She had not menstruated for 
six weeks when she was suddenly taken with severe sharp pain in the right lower 
abdomen. The pulse was 100, temperature 38.6° C. Examination showed pain and 
muscle spasms in the right lower quadrant, with pain and the sensation of a mass in 
the right side of pelvis. 

Upon opening the abdomen, the right tube was found to be the seat of a ruptured 
ectopic pregnancy. The appendix, part of the omentum, and the right tube and 
ovary were bound together by adhesions. The uterus was slightly enlarged, while the 
left tube and ovary were normal. The appendix, which showed definite evidence of 
inflammation, was removed as were the right tube and ovary. Bacteriologie examina- 
tion of the tube and ovary showed B. coli. 

In discussing the ease, Le Filliatre feels that appendicitis probably accounts for 
the fact that tubal pregnancies occur more frequently on the right than on the left 
side, THEODORE W. ADAMs, 


Koerner, J.: Differential Diagnosis of Ectopic Pregnancy. Miinchener medizin 


ische Wochenscehrift, 1926, Ixxiii, 925. 


The author reports two cases, both operated upon for ectopic pregnaney owing to 
errors in diagnosis. The first patient aged thirty-nine, had had nine previous preg- 
nancies. All:were normal. Her menstrual history was normal except that her last 
period was one week past due. Two days prior to her admission she received a 
severe blow on the abdomen which was followed shortly afterward by a sharp pain 
at the site of the trauma, headache, and chills. There was some evidence of internal 
bleeding. Operation was delayed but after a third collapse a laparotomy was done 
and the pelvis explored. There was a large hematoma of one tube. The tubes were 
closely examined but no ectopic pregnancy could be found. The uterus was normal 
in size. There were some bleeding’ veins in the mass of delicate tissue where the 
lhematoma had formed. These were ligated and the hematoma removed. It was 
decided that the patient was not pregnant (which was further proved by microscopic 
examination of the excised tissue) and the abdomen was closed. The patient made 
aia uneventful recovery. 

The second patient, thirty-three years of age, had had six pregnancies. Her men- 
Strual history was normal. Her last period was one week overdue and of one day’s 
duration. Vaginal examination revealed a tumor about one and one-half times the 
size of a fist and a laparotomy was done in the expectation of finding an ectopic 


pregnancy. The uterus and adnexa were normal but to the operator’s surprise the 
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sigmoid was found quite distended and containing numerous large varicosities on its 
peritoneal surface. This enlargement corresponded to the mass felt on vaginal ex. 
amination. The abdomen was closed. Later, upon further questioning, the patient 
stated that she had hemorrhages from the bowel for which she had never been 
treated. The patient made a good recovery although she was not relieved of her 
bowel trouble. 

The first case required an immediate operation for relief of an internal hemor- 
rhage, yet the diagnosis of ectopic pregnancy was wrong. In the second case error 
of diagnosis might have been prevented by more precision in regard to her past 
history. W. B. Sersrn. 


Zeitlin, L.: Diagnostic Puncture of the Culdesac in the Presence of Extrauterine 
Pregnancy. Monatsschrift fiir Geburtshilfe und Gyniakologie, 1926, Ixxii, 168. 


During the last twelve years at the Leningrad Clinic there were 636 cases of extra- 
uterine pregnancy and in 161 of these (25.3 per cent) a pelvic puncture was per- 
formed. In none of the cases was injury caused by the puncture, hence the pro- 
cedure is harmless. The puncture must be performed exactly in the midline of the 
posterior fornix and it should not be employed in cases of shock. Pelvic puncture 
is important because it helps to select the type of operation to be performed. If 
pus is found mixed with blood, if there is evidence of degeneration of blood, or if 
microorganisms are found in the blood, one should limit the operation to a posterior 
colpotomy and not perform a laparotomy because the latter is dangerous in the pres- 
ence of these findings. The withdrawal of blood by means of a pelvic puncture is 
successful in 90 per cent of the cases in which blood is present in the abdominal 
cavity. Because of the high percentage of failures, however, one should not rule out 
ectopic pregnancy when a negative result is obtained. In such cases reliance should 
be placed upon the history and the objective findings. In advanced cases, fetal ele- 
ments may be found in the blood obtained, but in these cases more information can 
be secured from a colpotomy than from a puncture. In the very acute cases of 
ectopic pregnancy one should not lose time by performing a colpotomy but one 
should do an abdominal operation immediately. When a pelvic puncture is to be 
followed by a laparotomy the latter should be performed immediately after the 


puncture. J. P. GREENHILL. 


Farrar: Leucocyte Count in Diagnosis of Ectopic Gestation. Surgery, Gynecology 
and Obstetrics, 1925, xli, 655. 


In ectopic gestation the leucocyte count fluctuates according to the amount of 
fresh blood thrown into the peritoneal cavity and the rate of absorption. The leu- 
eocyte count tends to drop quickly to normal as the blood in the peritoneal cavity 
is absorbed or walled off; 48 per cent of 150 cases of ectopic gestation had a normal 
leucocyte count before operation was performed. The leucocyte count was normal i) 
29 cases of unruptured tubal pregnancy in which there was no free blood and in 
eases of ruptured pregnancy in which the blood was walled in. The leucocyte cou 
was an index in 150 cases to the amount of free blood in the peritoneal cavity sud) 
the polymorphonuclear leucocyte count was increased markedly only in cases haviniy 
fresh blood in the pelvis and increased in direct proportion to the amount of recenjt 
blood found at the time of operation. The fluctuating leucocyte count together with 
the moderate elevation of temperature differentiates ectopic gestation from a puru 
lent salpingitis with its more uniformly high leucocyte count and fluctuating tempe 
ture. In cases of rupture of tubal pregnancy the steadily rising leucocyte count 
indicates active bleeding before the fall in the number of red cells «> lemoglobin 
gives warning of the condition. The leucocyte count to be of diagnostic value must 
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be taken at least daily and in critical cases even hourly and used in conjunction with 
the history and clinical findings in the case. Wo. C. HENSKE. 


Vogt, E.: The Sense of Smell as an Aid in the Diagnosis of Intraperitoneal Hem- 
orrhage. Medizinische Klinik, 1925, xxi, 804. 


Usually the diagnosis of intraperitoneal hemorrhage is easily made but there are 
cases where there is difficulty and consequently operation is deferred until it is too 
late. To the Cullen sign of intraperitoneal hemorrhage (bluish discoloration of the 
umbilicus) and the blood sedimentation test of Linzenmeier, Vogt adds his aid, 
namely, a characteristic odor. He cannot describe it but says that once it is found 
it will always be remembered. This odor is intensified by the mere cutting of the 
skin, more so when the fascia is cut and the muscles separated and when the perit- 
oneal cavity is opened the odor is most pronounced. The odor, however, is: found 
only in those cases where there is marked hemorrhage and the patient is in a critical 
condition. 

Batzner found that clinically the symptoms preceding death due to slow persistent 
hemorrhage are the same as those due to extensive burns or to freezing. He found 
that after bleeding animals almost to death and injecting the remaining blood serum 
into other healthy animals, the latter became anemic and died. Biitzner assumes 
that a poison, probably the result of broken-down proteins, is present in the blood 
serum of exsanguinated animals. The injection of fresh blood prevents the produc- 
tion of these poisons. 

Vogt says it does not matter whether the bleeding is external or internal and he 
assumes that in women with intraperitoneal hemorrhage, the toxins in the blood reach 
all parts of the body and change the odor of the body. Biitzner’s theory is inter- 
esting further because it speaks against the reinfusion of the blood found in the 
peritoneal cavity. J. P. GREENHILL. 


Hammerschlag: Is Blood Transfusion Necessary in Cases of Extrauterine Preg- 
nancy? Monatsschrift fiir Geburtshilfe und Gynakologie, 1925, Ixix, 51. 


It is remarkable with what rapidity patients with extrauterine pregnancy recover 
after the source of bleeding is ligated at operation. These women recover more 
quickly from their anemia than do women who have lost similar amounts of blood 
during abortion or labor. The author operates for an ectopic pregnancy as soon as 
the diagnosis is made. Of 195 patients operated upon during the last seven years, 
188 were cured. Among 22 cured cases who were almost pulseless at the time of 
operation, blood transfusion was used four times, whereas in the remaining 18 cases, 
intravenous or subcutaneous salt solution combined with hypodermics of caffeine and 
camphor were given. 


Experimentally it has been shown that transfused blood is functionless. After 
\\the transfusion there is no marked increase either in the hemoglobin content or the 
‘red blood cell count. When there is an increase it usually disappears after’a short 
{ume. On the other hand, there may be hemolysis with icterus and hemoglobinuria. 
generation of blood is not essentially quicker after transfusion than without it. 
qjransfusion therefore does not replace the lost blood nor does it produce a perma- 


nt improvement in the blood picture. The only value of transfusion is the stimu- - 
ion of the erythropoietic system and the introduction of serum. Since, however, 
trasfusion may often produce bad results and even death, it should not be used 
wit! tout a strict indication and only as a last resort. This is practically never neces- 
sary in cases of extrauterine pregnancy where a quick and exact operation is the 
essential thing. J. P. GREENHILL. 
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Krause: A Young Ovarian Pregnancy. Zeitschrift fiir Geburtshiilfe und Gyni- 


kologie, 1924, Ixxxvii, 390. 


The author deseribes in detail and illustrates a young ruptured ovarian pregnancy 


removed from a thirty-five-year-old woman who had had two children previously. 


MARGARET SCHULZE. 


Phaneuf, Louis E.: Intraperitoneal Hemorrhage from Ruptured Ovarian Cyst. 


Journal of American Medical Association, 1924, Ixxxiii, 658. 


The writer reports three cases of ruptured cysts of the ovary with severe intra- 
peritoneal hemorrhage, two were follicular cysts, one a corpus luteum cyst. In the 
literature only twenty cases of ruptured follicular cysts and twenty-two cases of 
ruptured corpus luteum cysts were found. The diagnosis was in most cases estab- 
lished after opening the peritoneal cavity; usually a preliminary diagnosis of ectopic 
pregnancy or acute appendicitis had been made. The etiology of the author’s three 
eases could not be made out, but these hemorrhages oceur most likely under the in- 


fluence of traumatism including that of bimanual examination. GROVER LIESE. 


Nash: Rupture of Tubouterine Gestation Which Was Concurrent with Intra- 
uterine Gestation. The Lancet, 1924, cevii, 494. 


The author had seen three cases of tubouterine gestation, and reports here the 
third case. 

The patient was admitted to the hospital and operated upon with recovery. A 
study of the specimen revealed a swelling at the site of the entrance of the right 
tube to the uterus, which had ruptured, and from which chorionic tissue projected. 
Attached to and overlying this, was a mass of chorionic tissue, the center of which 
was formed by a eavity, one inch in diameter, lined by a smooth membrane, and 
revealing what was probably the umbilical cord. 

The uterus itself measured four inches and contained an embryo about one-half 
inch in length. The uterine fetus appeared to be about six weeks old. The author 
speculates on the possibility of the two pregnancies starting at the same date. 


NORMAN F. MILLER. 


Hermans: An Unusual Case of Extrauterine Pregnancy. Nederlandsch Tijdschrift 

voor Geneeskunde, 1924, i, 1410. 

A woman was brought to the clinic with a history of bleeding for six weeks and 
having been ill for two months. She looked ill and pale, her temperature was nor- 
mal, the pulse being 130. The abdomen was somewhat distended and pelvie examina- 
tion left the diagnosis in doubt between ectopic pregnancy and pelvic inflammation. 
She gradually developed a high fever with all symptoms of acute peritonitis. Five 
weeks after admission, she went into collapse, but responded slowly to stimulant / 


j 
and hypodermoelysis. Later on during the developed a bloody diarrt j 
which lasted for two days, when she passed a fetus per rectum. After a b! 


transfusion she made a slow but steady recovery. R. E. Wosvs. 
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